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ATROPHIC GASTRITIS: A FIVE-YEAR SURVEY OF 
THIRTY-TWO CASES PROVEN BY GASTRIC 
BIOPSY. 


By K. F. Farmrtey,! C. N. TuRNER,? M. A. MAckaAy,? 
AND R. A. JOSKE.* 
From the Clinical Research Unit of the Walter and 
Eliza Hall Institute cf Medical Research and the 


Royal Melbourne Hospital, Melbourne. 


THE definitive diagnosis of atrophic gastritis during the 
life of the patient has been possible only since the develop- 
ment of gastric biopsy (Wood et alii, 19492). Knowledge 
of the natural history of gastritis, and especially of its 
relation to peptic ulcer, gastric carcinoma and pernicious 
anemia, is therefore still imperfect. For this reason the 
present paper reports a survey of 32 cases in which a histo- 
logical diagnosis of atrophic gastritis was made by gastric 
biopsy in the absence of radiological or gastroscopic 
evidence of peptic ulcer or gastric carcinoma during the 
years 1948 and 1949, the patients having been followed for 
a period of at least five years. 





‘Drug Houses of Australia Fellow. 

? Working with the aid of a grant from the State Government 
°f Victoria. 

* Working with the aid of a grant from the National Health 
ond Medical Research Council of Australia. 


Recent reviews of both clinical and pathological aspects 
of gastritis show that much confusion exists as to the 
changes present in the gastric mucosa and their signifi- 
cance (Magnus, 1952; Palmer, 1954; Joske, Finckh, and 
Wood, 1955). This confusion arises from three chief 
causes: (i) because of failure to realize that post-mortem 
autolysis is both early and severe in the stomach; (ii) 
because much work on gastritis has been done without 
concomitant histological confirmation, being based on the 
presence of achlorhydria (Hurst, 1933), gastroscopic 
appearances (Schindler, 1947), or both (Synnerton and 
Tanner, 1954); (iii) because in other instances studies 
have been made on patients suffering from peptic ulcer or 
gastric carcinoma. Only a few papers concerning gastritis 
proven histologically in the absence of peptic ulcer nave 
been published (Wood, 1951; Doig and Wood, 1952; Palmer 
and Smith, 1953). 


The first studies of gastritis were those of Faber at the 
turn of the century, who prevented autolysis of the gastric 
mucosa by the introduction of a fixative into the stomach 
shortly after death. He concluded that atrophic gastritis 
existed as a definite entity, “gastritis progressiva atrophi- 
cans’’, that it preceded peptic ulcer, and that it was related 
in some way to both pernicious anemia and carcinoma of 
the stomach (Faber, 1935). On the other hand, Schindler 
(1947), basing his conclusions upon gastroscopic evidence, 
found no relation between chronic gastritis and peptic 
ulcer, but considered that gastritis preceded tumour 
formation. This latter opinion was shared also by Hurst 
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(1933) and by Comfort and his colleagues (1947). These 
workers observed achlorhydria to precede the development 
of gastric carcinoma, and it has since been established 
that achlorhydria usually implies the presence of histo- 
logical abnormalities in the gastric mucosa (Wood et alii, 
1949b; Funder and Weiden, 1952). On the other hand, 
neither Findlay et alii (1950) nor Synnerton and Tanner 
(1954) found an increased incidence of either peptic ulcer 
or cancer of the stomach in patients with atrophic gastritis 
diagnosed by gastroscopy who were followed for a minimal 
period of five years. 


There are similar divergences of opinion about the 
gastric lesion in pernicious anemia (Molofsky and 
Hollander, 1951). Although the frequency of atrophic 
' gastritis and gastric atrophy in pernicious anemia is well 
established, it has only recently been shown that these 
lesions may precede the development of vitamin B, 
deficiency and that they are unaffected by treatment with 
liver extracts or vitamin B,, (Finckh and Wood, 1953; 
Robertson et alii, 1955). However, the possible relation 
between the condition of the stomach in pernicious anemia 
and gastric carcinoma is still in dispute. Wilkinson (1933) 
observed no undue frequency of gastric carcinoma in 370 
patients with pernicious anemia; but other workers have 
noted that the incidence of gastric carcinoma is higher in 
patients with pernicious anemia than in the general popu- 
lation at risk (Kaplan and Wrigler, 1945; Waldenstrom, 
1945; State et alii, 1949; Mosbech, 1954). 


The present work was undertaken as part of a general 
study of these unresolved problems. 


Materials and Methods of Study. 


The histological diagnosis of atrophic gastritis in the 
absence of radiological or gastroscopic evidence of peptic 
ulcer was established in 71 patients attending this clinic 
during the years 1948 and 1949. Of these, 32 have been 
followed for five years and nine are known to be dead, 
whilst the remaining 30 patients have not been followed 
for the full five-year period. The present refort presents 
the clinical and laboratory findings in the 32 patients 
when they were examined not less than five years after 
the first diagnosis, and in addition the autopsy findings on 
seven of the patients who died and were subjected to 
post-mortem examination. 


In all cases the patients who were reviewed underwent 
a routine medical interview and examination. In the 
majority of cases alsv, social histories were taken (M.A.M.) 
and dietetic surveys made (C.N.T.). The laboratory 
investigations carried out were as follows: a fractional 
test meal examination after histamine stimulation (0-3 
milligramme), estimation of hemoglobin value and serum 
protein content, and examination of the feces for occult 
blood. In 29 cases a radiological examination of the 
stomach after ingestion of barium was made, and in all 
eases further gastric biopsies were carried out with the 
flexible biopsy tube developed in this unit (Wood ez alii, 
1949a). In addition, clinical notes and the results of 
laboratory investigations made during the preceding five 
years were available for study. 


The histological diagnosis of atrophic gastritis has been 
fully reported elsewhere (Wood et alii, 1949b; Motteram, 
1951; Joske et alii, 1955), and is not further discussed in 
this paper. 


Results. 


The 32 patients included 12 males and 20 females. Their 
ages when they were first examined ranged from thirty- 
eight to seventy-three years, the majority being in the 
sixth decade. 


Symptomatology. 


The symptoms experienced by these 32 patients were 
not severe, five being completely asymptomatic. Thirteen 
complained of recurrent epigastric pain and flatulence, ten 
of flatulence only, and four of pain only. In only one 
instance has symptomatic improvement occurred during 
the five-year period. This patient experienced pain and 


flatulence for fifteen years, but has been free of dyspepsia 
for the past five years. 


The type and severity of the pain varied from patient to 
patient. In some it consisted of epigastric discomfort, 
unrelated to food and unrelieved by diet or alkalis. In 
others it was more severe; often, though not invariably, 
occurring half an hour to an hour after meals, and being 
rapidly relieved by alkaline powders, in these respects 
closely simulating peptic ulcer pain. In nearly all cases 
the pain and discomfort were periodic, with exacerbations 
and remissions. 


The frequency with which flatulence was noted in these 
patients is striking, and emphasizes tne necessity of con- 
sidering atrophic gastritis in the differential diagnosis 
of surgical lesions such as cholelithiasis and carcinoma 
of the stomach. Indeed, it is our opinion that some of 
the unfavourable results of eholecystectomy are due to the 
presence of unrecognized atrophic gastritis. 


Hematemesis during the five-year period occurred in 
four patients. One was afterwards shown to have 4 
benign gastric ulcer; in another a doubtful ulcer niche was 
suspected on the radiological appearances, but couid not 
be confirmed gastroscopically; the third had a small hiatus 
hernia, while no focal abnormality could be demonstrated 
in the stomach or duodenum of the fourth. 


There were few other symptoms referable to the atrophic 
gastritis. No consistently abnormal pattern of bowel 
habit, either constipation or diarrhea, was apparent. 


Physical Signs. 


Some patients experienced diffuse tenderness in the 
epigastrium upon deep palpation. In none could a discrete 
mass be demonstrated. There were no gross tongue or 
mucosal changes or loss of vibration sense in the legs 
suggesting avitaminosis, except in patients with very poor 
nutritional histories, a high alcohol intake, or neurological 
lesions such as subacute combined degeneration of the 
cord. 


As would be expected from the ages of the patients 
studied, associated diseases were largely degenerative in 
nature. Six patients had hypertension, two angina pectoris. 
and three cholelithiasis. Two others had chronic pan- 
creatitis. Two presented serological evidence of syphilis, 
and this may bear a relation to the atrophic gastritis 
present in these patients (Joske et alii, 1955). One patient 
developed diabetes mellitus during the five-year period 
of observation. 


Social Histories. 


In 28 cases a social history was taken (M.A.M.) and 
an attempt was made to assezgs the patients’ adjustment to 
their own particular environment, although the fallacies 
inherent in such an attempt are recognized. Ten patients 
were considered to be well adjusted, and a further four 
showed only minimal stress. 


The remaining 14 were considered to be ill adjusted tv 
their environment, eight grossly so. However, no relation 
could be found between the severity and duration of 
symptoms and mucosal changes on the one hand, and the 
degree of maladjustment on the other. 


Nutritional Studies. 


Compared with the average weights for Australians 
(Australian Institute of Anatomy, 1949), 16 of the 32 
patients were one stone or more beiow average weight for 
their age and height both in 1948-1949 and 1954. The 
changes of weight during the five-year period are showr 
in Figure I and do not suggest that atrophic gastritis 
under treatment results in a progressive interference witi 
nutrition, especially as in nine instances reduction diets 
were prescribed for overweight patients; another 12 had 
received ulcer diets because of the severity of their 
dyspepsia. 

A detailed dietary history was taken in 30 cases 
(C.N.T.); seven of these patients had eaten consistently 
good diets, nine fair diets, and five consistently poor diets. 
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In the other nine cases food habits had varied from time 
to time, but all patients had had at least one period whet 
their diet was poor for some months. The factors causing 
a poor food intake in these 14 patients varied, including 
food fads, dyspepsia, alcoholism, domestic worries and war 
service. 

There was no correlation between diet and the severity 
of mucosal changes, although the histological lesions were 
severe in four .of the five patients with consistently poor 
diets. ; 

Dislike of meat, traditionally a symptom of carcinoma 
of the stomach, was present in 12 cases, being recent in 
two and of long duration in 10. Three patients who 
formerly disliked meat have grown to like it during the 
past five years. There was no correlation between gastric 
acidity and a distaste for meat. 
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WEIGHT IN STONES 


FicureE I. 


Weight distribution chart of 32 cases of atrophic gastritis 

studied over a period of five years. It will be noted that 

dietary control -over this period has effected a return 

towards the normal range in those both overweight and 
underweight. 


Barium Meal X-Ray Examination. 


A barium meal X-ray examination was performed on 
“3 of the 32 patients, and no abnormality was detected in 
°2. CXsophageal regurgitation was observed in three, and 

small hiatus hernia with slight cardiospasm in a fourth. 
\ benign gastric ulcer was demonstrated in one patient 
and confirmed gastroscopically, while a doubttul ulcer 
riche was suggested in another, but gastroscopic examina- 
‘ion revealed no abnormality. No patient had changes 
uggesting carcinoma of the stomach. 


Histamine Test Meal Examination. 


The usual finding on a histamine test meal examination 
vas a low free acid level or no free acid at all, and 
diminished peptic activity. Achlorhydria was found in 14 
vatients and free acid was present in 13 of 27 examined. 
“here was a close negative correlation between the 
severity of the mucosal changes and the production of free 
cid in the test meal examination. 


In 25 cases test meai examination results of 1948-1949 
and 1954 could be compared. In no case was there a 
reduction in acid secretion beyond that shown at the first 
‘est; but eight patients who had previously had achlor- 
hydria or hypochlorhydria showed substantial increases in 
cid secretion, the test meal findings in 1954 being normal 
in six, while free acid was noted in two patients who had 


been achlorhydric when first examined. Four of them 
were alcoholics, and the increased acid secretion accom- 
panied a diminution in their alcoholic intake. Another 
had achlorhydria in 1949 and was then found to have a 
strongly positive Wassermann reaction. He has been 
treated energetically, and at present his response to the 
Wassermann test is negative, whilst test meal examina- 
tions in 1952 and 1954 showed six and fifteen units of free 
acid respectively. In two patients the increased acid 
production was associated with considerable improvement 
in their diets. In no case was this increased gastric 
acidity accompanied by other evidence of improvement, 
such as gain of weight or diminution of dyspepsia. 


Other Laboratory Studies. 


In only two patients was the hemoglobin value of the 
blood below 11:5 grammes per centum. One of these was 
an alcoholic with diabetes mellitus; in the other case no 
explanation was apparent. Vitamin B,, has been given to 
four patients who had pernicious anemia and/or subacute 
combined degeneration of the cord when they were first 
examined by us, and was given as a therapeutic trial to 
a fifth for obscure progressive paraplegia which was 
unaffected by this therapy. Leucocyte counts ranged 
between 3500 and 10,000 per cubic millimetre, the differen- 
tial counts being normal. 


The serum protein levels were normal in all cases, no 
patient having hypoproteinzemia. 

Occult blood was present in the feces of 11 of 24 patients 
in whom it was sought. 


Since we have been unable to correlate gastroscopic and 
histologic findings accurately (Joske et alii, 1955), gastro- 
scopic examination has been used in this investigation 
only when radiological examination suggested peptic ulcer. 


Histological Findings. 

Comparison in these 32 cases of the biopsy specimens 
obtained in 1948-1949 with those of 1954 shows little 
overall change in the histological features of the gastric 
mucosa. Atrophic gastritis was present in all specimens 
in both groups. Some patients showed variations in the 
degrce of cellular infiltration of the lamina propria from 
time to time, but these were within the limits of sampling 
of the biopsy technique. Although some patients showed 
increased acid secretion in 1954 compared with 1948-1949, 
this was not generally reflected in the biopsy specimens. 
In this respect the biopsies related more closely to the 
clinical findings than the other results. 

Patients who Died during the Five-Year Period. 

Nine of the original 71 patients are known to have died, 
and post-mortem examination has been performed in seven 
of the nine instances. These results are shown in Table I. 


It is noteworthy that in none of the seven cases in 
which a post-mortem examination was performed was there 
any evidence of peptic ulceration or gastric carcinoma, the 
stomach and duodenum in all being normal on macroscopic 
examination. However, because of post-mortem autolytic 
changes, it was not possible to assess the presence of 
gastritis or the degree of gastritis present. 


Discussion. 


The overall picture of atrophic gastritis presented by 
this survey is that of a quietly progressive lesion little 
influenced by therapy and rarely sufficiently disabling to 
interfere grossly with the patient’s mode of life. During 
the period of observaticn five patients who were without 
symptoms at the beginning remained so, and a sixth 
showed considerable material improvement. In the 
remaining 26 cases no definite improvement occurred; in 
only one, in which a benign gastric ulcer developed, did 
dyspepsia greatly increase. No evidence as to etiological 
factors in atrophic gastritis was apparent. 

One patient of the 32 developed a proven gastric ulcer, 
and in another gastric ulcer was suspected radiologically 
during the period of observation. None showed any 
evidence whatsoever of carcinoma of the stomach. 
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TABLE I. 
Data Relating to Nine Patients with Atrophic Gastritis who Died, “— My amare to Post-Mortem Examinations. None had Evidence of Peptic Ulcer or 
ric Carcinoma. 





Case Age. Date of Gastric 
Number. (Years.) Biopsy. 


Date of Death. 


Post-Mortem Findings. Comments. 





54 17. 9.1948 30.12.1949 


€ 
Retroperitoneal sarcoma with multiple metastases.) 





61 . 7.2.1949 27. 5.1952 


Aplastic anemia, transfusion siderosis. 





54 . 10.2.1949 28. 1.1951 


Chronic nephritis, hypertension, cerebral hemor- 
rhage. 





50 5 12.2.1949 17. 3.1949 


Syringomyelia.. ss 





56 ° 17.2.1949 1.10.1950 


Nutritional cirrhosis, bronchopneumonia. Chronic alcoholic. 





69 ° 8.4.1949 


Patient died elsewhere. a 





47 A 23.6.1949 11. 9.1954 


Coronary artery sclerosis. — 





58 ° 7.7.1949 4. 2.1950 


Subacute combined degeneration of spinal cord. | Paraplegia in flexior 











60 ° 17.9.1948 

















Patient died elsewhere. Chronic alcoholic. 








Although prolonged observation of larger series of cases 
is obviously necessary befure the natural history of 
atrophic gastritis is precisely known, several implications 
of the disease have become apparent from this study. Most 
important is the necessity of considering atrophic gastritis 
in the differential diagnosis of upper abdominal pain and 
discomfort, especially before “blind” laparotomy or chole- 
cystectomy is undertaken. Nor should patients with 
flatulent dyspepsia be considered to have “functional” 
disease merely because no radiological or even operative 
evidence of some gross lesion is obtained. There seems 
to be little doubt that upper gastro-intestinal hemorrhages 
may occur from acute erosions in chronically inflamed 
mucosa, and that these may heal without development of 
chronic gastric ulcer. Finally, the inadequacy of present 
therapy in these patients must be emphasized, and search 
made for more efficacious therapeutic agents” 


Summary. 


1. A survey has been made of 32 patients with atrophic 
gastritis, proven by gastric biopsy, and in the absence of 
peptic ulcer or gastric carcinoma, who have been followed 
for a minimal period of five years. 


2. Only one of the patients showed symptomatic improve- 
ment; five were without symptems throughout the period 
of observation. 


3. The gastritis, as assessed by gastric biopsy, appeared 
to be unrelated to psychic stress or to nutritional history 
in the majority of patients. 


4, There was no consistent change in the results of 
laboratory investigations, although in eight instances 
increased acid production was shown by histamine test 
meal examinations. No patient became anemic or hypo- 
proteinemic. 


5. One patient developed a proven and another a sus- 
pected gastric ulcer. 


6. No patient showed any clinical or laboratory evidence 
of gastric carcinoma. 
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PUERPERAL AND ABORTIONAL INFECTIONS DUE TO 
AEROBIC NON-HAEMOLYTIC STREPTOCOCCI. 





By Hicprep M. But ter,? ALIson W. JOHNS AND 
MARIANNE LOWEN. 


irom the Department of Pathology, The Royal Women’s 
Hospital, Melbourne. 





At the end of 1949 an increase in the number of infec- 
tions due to aerobic non-hemolytic streptococci was 
apparent among the puerperal and abortional patients 
treated at the Royal Women’s Hospital, Melbourne. For 
this reason a special study of these infections was com- 
menced in 1949 and continued for three and a half years. 


In this investigation we were concerned, not with the 
number of patients who harboured aerobic non-hemolytic 
streptococci in the genital tract, but with those cases in 
which these streptococci played a significant part in 
causing the patient’s illness. 


A number of the bacteria commonly associated with 
puerperal and abortional infections may in some cases be 
present in the genital tract without giving rise to clinical 
infection; this makes their mere recovery from culture of 
little significance. Whether or not the bacteria present 
have caused invasion of the tissues can usually be deter- 
mined by examining stained smears made from vaginal or 
cervieal swabs. In general, each bacterial type of infec- 
iion has a typical smear pattern. For example, in infec- 
tions due to any of the aerobic streptococci, whether hemo- 
lytic or not, the pattern of the smear is characterized by 
the presence of a moderate number of pus cells together 
with a few to a moderate number of Gram-positive diplo- 
cocci, some of which show chain formation. Phagocytosis 
is present except in the fulminating infections caused by 
Streptococcus hemolyticus group A. The cocci seen in the 
direct smears are usually similar in size to those observed 
in cultures of aerobic streptococci, and in approximately 
80% of all aerobic streptococcal infections the streptococcus 
is the only bacterial type seen in the direct smear. 


The smear pattern of the aerobic streptococcal infec- 
tions contrasts sharply with that seen in infections in 
which anaerobic streptococci are the prime cause of the 
inflammatory process. The typical smear in the latter type 
of infection shows many pus cells and very many bacteria. 
The streptococci are seldom the only bacteria to be “een; 
usually small Gram-negative bacilli, diphtheroids or other 
bacterial types are also present, and phagocytosis is more 
intense than in the aerobic infections. Further, many of 
the anaerobic cocci differ morphologically from the aerobic 
varieties. 

In this study we included not only cases in which the 
direct smear findings and the cultures were typical of 
infection with aerobic non-hemolytic streptococci alone, 
but also those in which appreciable numbers of other 
acterial types were present in the smears as well as the 
erobic streptococci. 

During the period of this investigation we observed 2617 
vlerperal and abortional cases in which the direct smear 
idings were typical of a uterine infection. On clinical 
rounds 60% of these patients were classified as infected, 
id nearly all the others showed some evidence of infec- 
tion, such as a low-grade pyrexia or a purulent discharge 
‘om the uterus. We purposely included the latter group 

the total of infected patients observed during the period 
vered by this investigation, because the majority of them 
‘ceeived penicillin and one or other of the sulphonamide 
drugs. As it is the practice in this hospital to make the 
© nears and cultures from the genital tract at the time of 
‘ve patient’s admission and to start routine chemotherapy 
‘imediately afterwards, it is probable that many patients 
ccorded as clinically “clean” were in fact infected 
“tients, whose infection had responded very rapidly to 
.emotherapy. 
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Working with a grant from the National Health and Medical 
P-seareh Council of Australia. 
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In the series of 2617 we found 174 cases of uterine 
infection due solely to the aerobic non-hemolytic strepto- 
cocci and 84 cases of possible mixed infection. These 258 
cases provided the material for the studies detailed in the 
following sections. 


Bacteriological Methods and Classification of the 
Streptococci. 


At the Royal Women’s :Hospital the following routine 
bacteriological investigations are carried out in all cases 
of suspected genital tract infection. In abortional cases 
two cervical swabs and in puerperal cases two high 
vaginal swabs are obtained on the patient’s admission to 
hospital, or at the first sign of infection if the patient is 
already in hospital. One swab is used to make two smears, 
and the other is used to inoculate a horse-blood-agar plate 
and a tube of Wright’s nutrient broth containing cooked 
veal. The smears and cultures are made at the bedside 
immediately the swabs are obtained, and both are placed at 
once in the incubator. No method of fixing other than 
thorough drying is applied to the smears, one of which is 
stained with Jensen’s modification of Gram’s stain, the 
second being reserved for capsule staining. The media 
employed have proved adequate for the cultivation of all 
the bacteria known to be associated with puerperal and 
abortional infections, with the possible exception of some 
strains of gonococci and anaerobic Gram-negative bacilli. 
It should be noted that aerobic streptococci may fail to 
grow on the initial plating on horse-blood-agar in spite of 
the fact that many typical aerobic diplococci are present 
in the direct smear and a profuse growth of aerobic 
streptococci occurs in the broth tube. 


In this study cultural and serological identification of 
the streptococci was undertaken as soon as pure cultures 
were available. 

On primary isolation none of the 248 strains studied 
showed typical a or 8 hemolysis on horse-blood-agar plates, 
although some showed a slight amount of “greening” and 
others produced hemolytic variants on subculture. Except 
in one instance, capsules were not demonstrated in either 
culture or direct smears by staining with Richard Muir’s 
method or by applying 1% Leishman strain. The 258 strains 
fell into the following four groups: Group I: 206 strains 
culturally and serologically typical of group D strepto- 
cocci; Group II: 17 strains culturally typical of group D 
streptococci, but failing to react with group D precipitin 
serum; Group III: three strains belonging to group B; 
Group IV: 32 unidentified strains. 


The 17 strains of the second group we regarded as 
group D streptococci, since they were similar to the first 
group in regard to colony form, heat resistance and ability 
to grow in the presence of 0-1% methylene blue solution 
and 6-5% sodium chloride solution. Their failure to react 
with group D serum was almost certainly due to the 
inadequacy of the precipitin serum used, as most of these 
strains were encountered in the first eighteen months of 
this investigation, in a period during which we had con- 
siderable difficulty in preparing a satisfactory precipitin 
serum for group D strains. Included in the group of sero- 
logically typical group D strains were 18 which were 
isolated during this period and at the time of isolation 
failed to react with our current group D serum, but when 
retested two years later with a different batch of precipitin 
serum gave positive reactions. The 17 non-reacting strains 
constituting Group II were not available for retesting. 
In the following sections of this paper the strains from 
the first two groups are considered together and referred 
to as group D streptococci. 


The 32 unidentified strains were a very heterogeneous 
group; none of them reacted with any of the Lancefield 
group sera and none was a typical Strep. viridans strain. 


The Significance of the Aerobic Non-Hzmolytic 
Streptococci in Mixed Infections. 


When the direct smear finding is typical of an aerobic 
streptococcal infection and aerobic non-hemolytic strepto- 
cocci are the predominant bacteria in culture, there is little 
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doubt that the patient is suffering from a genital tract 
infection due to these streptococci. But when examination 
of the direct smear suggests an inflammatory process asso- 
ciated with several types of bacteria, one of which could be 
an aerobic streptococcus, and when this is confirmed by 
the cultural findings, the problem is more complex. In such 
a case, are we to regard all the bacteria present as equally 
important, or can we determine the relative significance 
of at least some of the bacterial types? 


In this investigation we encountered 84 cases of possible 
mixed infection, and it was only in the last year of this 
survey that the occurrence of two particular cases at 
approximately the same time provided us with a solution 
of this problem. In both the two cases in question, group 
D streptococci and Bacterium coli were found in the 
cervical smears and cultures. The smears from the first 
patient, however, showed the pattern which on past 
experience we regard as typical of a wound infection due 
to Bact. coli, and this was confirmed by the isolation of 
Bact. coli from the patient’s blood. In the second case the 
findings were reversed; although the coliform bacilli were 
readily seen in the cervical smear, the pattern was not 
that commonly associated with an active coliform infection, 
and the group D streptococci but not the coliform bacilli 
were present in the blood culture. ; 


The response to chemotherapy also stressed the essential 
difference between these two infections. In vitro, both 
coliform strains were equally sensitive to “Trisulpha” and 
both the group D strains were inhibited by the same con- 
centration of penicillin; yet the first patient’s infection 
subsided rapidly under routine treatment with penicillin 
and “Trisulpha”’, whereas with the same treatment the 
second patient remained febrile, although the number of 
Bact. coli present in the local lesion decreased. This latter 
infection was finally controlled by the administration of 
“Aureomycin”, to which the streptococci were sensitive but 
the coliform bacilli resistant. 


In both instances the group D streptococci were readily 
seen in the direct smear; but in the case pvhich was 
primarily a streptococcal infection, most of the diplococci 
in the smear were composed of round elements, whereas in 
the case in which the coliform bacilli were the important 
infecting agents the cocci in the direct smear were mainly 
oval. This observation provided a_ valuable lead. 
Reexamination of the smears from 50 cases in which 
aerobic non-hemolytic streptococci, both group D and 
unidentified strains, were the only bacteria associated with 
the inflammatory lesion, showed that in all but three the 
streptococci in the direct smear were predominantly round 
cocci arranged in pairs, short chains and clumps. 


This association of round cocci with an active infection 
could be solely due to the rapidity with which the bacterial 
cell was dividing at that time; but a similar correlation 
was also seen to some extent in the cultures. In six of the 
nine positive blood cultyres obtained in the course of this 
investigation the initial growth consisted of round cocci, 
although on subculture a proportion of oval cocci appeared. 
In cultures from cervical and vaginal swabs this correla- 
tion was not so striking; the majority of strains produced 
a mixture of round and oval cocci irrespective of which 
type predominated in the direct smear. 


On the basis of these findings we have concluded that 
the morphology of the cocci in the direct smear is a reliable 
guide to the significance of the aerobic non-hemolytic 
streptococci when they occur with appreciable numbers of 
other bacteria in a genital tract infection. 


Examination of the smears from the 84 cases of possible 
mixed infection showed that the aerobic non-hemolytic 
streptococci were present as round cocci in the direct 
smear in 50 cases; these we classified as infections with 
the aerobic streptococci, in some instances as mixed infec- 
tions. In the remaining 34 cases we considered that the 
aerobic streptococci had, up to the time when the smears 
were made, played little or no part in causing the genital 
tract infection. 


The Severity of Infection and the Antibiotic 
Sensitivity of the Infecting Strain. 


A study of the clinical histories showed that the infec- 
tion was of a serious character in only 19 of the 224 cases 
of infection with aerobic non-hemolytic streptococci; in ali 
other cases the patient’s illness was very mild, with low- 
grade fever and with no tendency for the infective process 
to spread beyond the uterus. 


Sixteen of the severe infections were associated with 
abortion, and three were puerperal cases. Twelve of the 
severe abortional infections were due to group D strepto 
cocci, and in three of these other bacteria were also 
present. This group comprised one fatal case of endo 
carditis, three cases of pelvic cellulitis, and eight cases of 
endometritis in which the temperature was above 101° F. 
for two days or more, in contrast to the mild infections in 
which temperatures were invariably below 101° F. and the 
rise was usually of very short duration. The group D 
streptococci were recovered from the blood in four of these 
cases. 


The four abortional patients infected with unidentified 
aerobic non-hemolytic streptococci all suffered from endo- 
metritis with high temperatures of brief duration. In three 
cases the streptococci were recovered from the blood, anc 
in one of them other bacteria were associated with the 
aerobic streptococci in the local lesion. 


Two of the three severe puerperal infections were caused 
by group D strains, and both these patients had positive 
blood cultures. The remaining severe puerperal infection 
was caused by an unidentified strain, the only heavily 
capsulated strain observed in this study. 














TABLE I. 
Inhibitory Concentration of Antibiotics. 
Inhibitory Concentrations for 
Four-fifths of the Strains. 
(Units.) 
Antibiotic. 5 
Group D Unidentified 
Strains. Strains. 
Penicillin 0-5 to 1:5 0-05 to 0-5 
Streptomycin 50-0 or more 12-0 to 25-0 
Chloramphenicol ay 3-0 to 5-0 3:0 to 5:0 
** Aureomycin ” .. oe -. | 0-5 to 1-0 0-5 to 1:0 
“ Terramycin” .. | 0-5 to 1-0 0-5 to 1:0 








The group of patients with minimal clinical signs 
included both puerperal and abortional patients, and the 
infecting bacteria consisted of group D_ streptococci, 
unidentified strains and the three non-hemolytic group E 
strains encountered in this investigation. 


In general, the infections with group D streptococci 
were more severe than those with the unidentified non- 
hemolytic streptococci. This was probably largely due tc 
the difference in sensitivity to penicillin between the two 
groups. During the period of this investigation all infected 
patients were initially treated with penicillin, and as the 
group D streptococci were considerably more resistant tc 
penicillin than the unidentified strains, the poorer response 
to penicillin therapy in infections caused by the former 
variety of streptococci is not unexpected. 


The group D streptococci and the unidentified strains 
were tested for sensitivity to penicillin, streptomycin, 
chloramphenicol, “Aureomycin” and “Terramycin”. The 
tests were carried out on horse-blood-agar plates in which 
were incorporated varying concentrations of the antibiotic 
under test. The results are summarized in Table I. With 
the group D strains there was a considerable degree of 
uniformity; with each of the five antibiotics tested the 
results were very close for four-fifths of the strains. In 
general the results are in line with other similar investi- 
gations (Welch and Lewis, 1951; Welch et alii, 1952). The 
important points are: the resistance of both groups to 
streptomycin, the comparative resistance of the group D 
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streptococci to penicillin, and the sensitivity of both groups 
to “Aureomycin” and “Terramycin” and to a lesser extent 
to chloramphenicol. 


Factors Predisposing to Infection. 


The aerobic non-hemolytic streptococci associated with 
genital tract infections are not highly invasive; most of 
the severe infections and many of the mild infections 
occurred in patients in whom local conditions favoured 
infection. For example, of the two severe puerperal infec- 
tions due to group D streptococci, the first occurred in a 
patient with a long-standing rupture of the membranes 
and a concealed accidental hemorrhage, and the second 
followed a low-grade anaerobic infection which had 
responded rapidly to the administration of penicillin and 
“Trisulpha”. 


In the abortional group the most common predisposing 
factor was an infection with other bacterial types which 
had responded to penicillin and sulphonamide therapy. Of 
the 12 severe abortional infections caused by group D 
streptococci, three were preceded by infection with 
anaerobic streptococci and anaerobic Gram-negative bacilli, 
two by Clostridium welchii infection, one by infection with 
Ol. welchii and Bact. coli and one by infection with group A 
streptococci. Two of the four severe infections with 
unclassified streptococci also followed infection with 
anaerobic streptococci and anaerobic Gram-negative bacilli. 


Predisposing infections were also observed among the 
mild infections, especially with those due to group D 
streptococci. 


In approximately half of the cases in which predisposing 
infections were present, the aerobic non-hemolytic strepto- 
cocci were detected in cultures made from the genital tract 
at the time of the initial infection, and occasionally they 
were seen in small numbers in the direct smear. But 
except in the one case in which the first infection was due 
to Strep. hemolyticus group A, the initial bacteriological 
findings were not typical of an aerobic streptococcal 
infection. 


Other predisposing factors were apparently excessive 
blood loss and trauma. 


It should be noted that in nine of the 19 severe infec- 
tions and in approximately 20% of the mild cases the 
patients were either receiving penicillin at the time when 
the aerobic streptococcal infection developed, or had been 
receiving this antibiotic in the immediately preceding days. 
This finding, taken in conjunction with the comparative 
in-vitro resistance of these streptococci, suggests that 
penicillin is certainly not the antibiotic of choice for these 
infections, and if it is to be employed at all for this 
purpose large dosage is essential. 


Frequency of Infection. 


Since at the end of 1948 we were aware of an increase in 
the number of infections due to the aerobic non-hemolytic 
streptococci, it was necessary to determine the frequency 
of these infections both before and after that time. 


During the three and a half years from January, 1949, to 
Tune, 1952, the period covered by this special study, there 
were 224 such infections in a total of 2617 cases of infec- 
‘ion, an incidence of 8-5%. 


The details are given in Table II, from which it can be 
seen that the incidence of these infections was approxi- 
mately the same in both the puerperal and the abortional 
«roups, being 8-0% and 9-2% respectively. Similarly, the 
iatio of group D to unidentified strains was similar in the 
‘wo clinical groups. However, the severe infections were 
much commoner in the abortional group. 


In order to determine the true frequency of these infec- 
‘ions prior to the beginning of this investigation, we 
reexamined our records for the five years prior to 1949 
with special reference to the morphology of possible aerobic 
non-hemolytic streptococci in the direct smears. In 164 out 
of a total of 5136 cases of infection, the infection was 
undoubtedly due to these streptococci, a frequency of 3%. 
Kut during that period the incidence of these infections 
increased; in 1944 it was 1-8%, in 1948 it was just over 5%. 


It might be argued that the comparatively high incidence 
of aerobic non-hemolytic streptococcal infections recorded 
during the three and a half years commencing January, 
1949, was due merely to improvement in our bacteriological 
diagnostic methods. This is unlikely to be the correct 
explanation, since the figures quoted above for the period 
prior to 1949 were those obtained from a reclassification 
of the earlier cases based on reexamination of the direct 
smears after the completion of this special study. 








TABLE II. 
Frequency of Infection in the Period January, 1949, to June, 1952. 
| 
| _ Number of Number of 
| Number of | Infections with | Severe Infections 
Group. | . Cases of | Aerobic Non- | Due to Aerobic 
| Infection. Hemolytic Non-Hemolytic 
| Streptococci. Streptococci. 
| | 
| | 
Puerperal 1460 117 (8-0%)* 3 
Abortional . . | 1157 | 107 (9°2%)* 16 








1105 group D streptococci, 11 unidentified strains, one group B strepto- 
coccus. 
*91 group D streptococci, 14 unidentified strains, two group B streptococci. 


In our opinion the chief reason for the increased 
incidence of the aerobic non-hemolytic streptococcal infec- 
tions was the introduction of penicillin. As has already 
been pointed out, one of the chief predisposing factors to 
this type of streptococcal infection is an initial infection, 
most often caused by anaerobic streptococci, which has 
been controlled by the administration of penicillin. Before 
this antibiotic was available, infections with anaerobic 
streptococci were often prolonged and would thus have 
masked the mild aerobic infections. Further, the death 
rate from infections due to the anaerobic streptococci was 
by no means negligible; the patient of today suffering from 
the type of anaerobic streptococcal infection from which 
she would have died ten years ago lives to face the hazard 
of a possible secondary infection due to aerobic strepto- 
cocci. 


Of the various types of aerobic streptococci causing’ 
uterine infections, only the non-hemolytic strains are in 
general resistant to penicillin, and in our experience it is 
only these streptococci which are causing an increasing 
number of infections. This is well shown in Table III, 
which contrasts the percentage of infections due to the 
aerobic non-hemolytic streptococci with those caused by 
Strep. hemolyticus group A, and by the hemolytic strepto- 
cocci belonging to groups B, C and G, during the period 
under discussion. 


Compared with infections due to non-hemolytic group D 
strains, uterine infections with hemolytic variants of 
group D streptococci are uncommon. During the three and 
a half years of this investigation we observed only 32 such 
infections, and in the preceding five years only 27 cases 
were recorded. 

As yet it is impossible to determine whether the 
frequency of the aerobic non-hemolytic streptococcal infec- 
tions in other centres is similar to that seen in Melbourne, 
since in most reported studies the bacteriological assess- 
ment is based on cultural results only. As we have already 
pointed out, such results are often inadequate for deter- 
mining the frequency of a particular type of infection, and 
this is especially so in infections caused by aerobic non- 
hemolytic streptococci, since these bacteria are so often 
present in the genital tract as contaminants. We have not 
found any published work which we are prepared to accept 
as giving the real incidence of these infections. 


For this reason we believe a discussion of the literature 
will serve no useful purpose. The most valuable general 
article dealing with infections due to the aerobic non- 
hemolytic streptococci is undoubtedly that by Rantz and 
Kirby (1943). Unfortunately their study included only two 
uterine infections; but their general conclusion that 
“although the Group D streptococci are of relatively low 
virulence and invasiveness these streptococci are not 
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infrequently responsible for serious local or generalized 
infections” is in line with our findings in puerperal and 
abortional cases. 


Summary. 


1. At the Royal Women’s Hospital, Melbourne, direct 
smears as well as aerobic and anaerobic cultures are made 
from cervical or vaginal swabs in all cases of suspected 
uterine infection associated with childbirth and abortion. 
During the three and a half years from January, 1949, to 
June, 1952, there were 2617 cases of puerperal and abor- 
tional infection in which the direct smear findings were 
typical of a uterine infection. One hundred and seventy- 
four of these infections were due solely to aerobic non- 
hemolytic streptococci, and there were 84 cases of possible 
mixed infection with these streptococci. 


TABLE III. 
Frequency of Various Types of Aerobie Streptococcal Infection. 





Types of Infecting Streptococci. 





Period. Strep. 
Hemolyticus 


Group A. 


Aerobic Non- 


Groups B, 
Hemolytic. 


C and G. 





January, 1944, to December, 
1948: 


Puerperal 
Abortional .. 
Both combined 





January, 1949, to June, 
1952: 


Puerperal 
Abortional 


ae 9-25% 
Both combined 


85% 














2. Two hundred and twenty-three of the strains from 
these 258 cases were group D streptococci, three belonged 
to group B, and 32 strains remained unidentified. 


3. A study of the bacteriological findings showed that, in 
cases in which the aerobic non-hemolytic streptococcus was 
the sole or chief cause of the patient’s infection, the infect- 
ing streptococcus was present in the direct smear as round 
cocci arranged in pairs, short chains and clumps, whereas 
in cases in which bacteria other than the aerobic strepto- 
coccus were the main causes of the infection, the latter 
appeared as oval-shaped diplococci in the direct smear. On 
this basis 50 of the 84 cases of possible mixed infection 
were classified as infections with aerobic non-hemolytic 
streptococci, in some instances as mixed infections. 


4. Only 19 of the 224 cases of infection with aerobic 
non-hemolytic streptococci were serious infections, and 16 
of these were associated with abortion. Twelve of the 16 
abortional infections and two of the puerperal cases were 
due to group D strains. In general, the infections with 
group D streptococci were more severe than those due to 
the unidentified strains, probably because the former 
streptococci were the more resistant to penicillin, and all 
patients were initially treated with this antibiotic. Both 
groups of streptococci were sensitive to “Aureomycin” and 
“Terramycin” and to a lesser extent to chloramphenicol; 
most strains in both groups were resistant to streptomycin. 


5. These aerobic non-hemolytic streptococci were not 
highly invasive, and the majority of infections occurred 
in patients in whom local conditions favoured infection. 
The most common predisposing factor, especially in group 
D streptococcal infections, -was an infection with’ some 
other bacterial type which had responded to the adminis- 
tration of penicillin and sulphonamide. 


6. For the three and a half years of this investigation 
the overall frequency of infection due to the aerobic non- 
hemolytic streptococci was 8-5%, being 8-0% for the 
puerperal cases and 9-2% in the abortional group. For 
the five years prior to this investigation, the overall 
frequency was 3% (in 1944 it was 1-8%, in 1948 over 590). 
Reasons are given for the belief that the increasing 
incidence was the result of the introduction of penicillin. 
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FUNNEL CHEST: REPORT OF A SERIES OF ONE 
HUNDRED CASES. 


By Russett Howarp, M.D., F.R.C.S., F.R.A.C.S., 
Royal Children’s Hospital, Melbourne. 


FUNNEL CHEST, or pectus excavatum, is a condition in 
which the normal prominence of the lower part of the 
sternum and costal cartilages is replaced by a concavity 
This concavity constitutes the “funnel”, is usually sym- 
metrically arranged about the mid-line, and centres on the 
sterno-xiphisternal junction. 


Aetiology. 


The currently accepted explanation of the causation of 
funnel chest (Brown, 1939; Lester, 1950) is that a con- 
genitally short central tendon of the diaphragm pulls the 
sterno-xiphisternal junction backwards, the sternum and 
rib cartilages inevitably taking up the positions seen in 
the established deformity. There are several objections 
to this belief, one of the most potent being that, at 
operation, the diaphragm appears substantially normal. 
Furthermore, it is noticeable that the two deformities, 
funnel chest and pigeon breast, may occur in different 
members of the same family, apparently the one defective 
gene being responsible for both conditions. Thus any 
etiology suggested for funnel chest should be susceptible 
of application to pigeon breast—two deformities almost 
literally diametrically opposed. A feasible suggestion, 
perhaps, is that certain elements of a normal diaphragm, 
acting on a thoracic cage which iS primarily of abnorma! 
shape, obtain anomalous mechanical advantages and lead 
to the production of the further more localized deformities 
under discussion. In a chest somewhat flattened antero- 
posteriorly the transverse diaphragmatic pull results in 
posterior buckling of the anterior chest wall, and hence the 
production of a “funnel”; whilst in one compressed from 
side to side the same force induces a “pigeon” formation. 


Funnel chest occurs preponderantly in males, and a 
family history is generally obtainable. 


Clinical Features. 


The essential feature is the approximation of the lower 
part of the sternum to the vertebral column, with con- 
sequent backward curving of the attached costal cartilages. 
The distance from sternum to vertebral column is minima! 
at the sterno-xiphisternal junction. The deformity is 
usually symmetrical and may consist only of the funne!. 
At times, however, a localized groove extends laterally 
on either side, in which case the costal margins tend to 
be everted. (Figure I illustrates such a case.) Asym- 
metrical malformations are not uncommon, but all have 
the essential feature of sternal depression. 


The maldirected costal cartilages are usually the third 
to eighth on either side. Occasionally the second also is 
affected, whilst at times the uppermost cartilage to be 
involved is the fourth. 

In most cases there are associated shallowness of the 
upper part of the chest and poor posture with drooping 
shoulders, pot belly and dorsal kyphos. The subject is 
often thin and apparently undernourished, the “drooping 
lily” appearance being thereby accentuated. 


It must be emphasized that all grades of the deformity 
are encountered, from those in which the depression is <9 
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mild as to produce merely a flattening of the chest, to 
severe lesions in which vertebral column and sternum are 
almost in centact. 


The abnormality is probably always apparent at or 
shortly after birth, and it is significant that a second 
funnel chest in a family in which an older sibling is 


FicureE I. 
Girl, aged eleven years, with severe funnel chest. 


affected is recognized by the mother when she first sees 
the baby nude. 

A notable feature is the inspiratory retraction of the 
funnel during respiration. In the mobile chest wall of the 
nfant this movement may be so extreme, especially during 
periods of crying, as to be a source of considerable worry 
to the parents. As age increases and the chest wall 
secomes more fixed, retraction diminishes markedly until 
1 slight degree only persists. 


Because of the variation with phases of respiration, it 
is difficult for parents to assess progress in the growing 
aby. However, once the chest wall becomes relatively 
fixed this difficulty is eliminated, and the typical history 
then obtained is that of increase in the deformity with 
age—due to the fact that the distance from vertebral 
column to sternum fails to increase proportionately with 
the expansion of the lateral parts of the thorax. 


The remaining clinical features can be considered under 
three headings: respiratory, cardiac and psychological. 

The prevalence of respiratory complaints in children 
with funnel chest is most striking. Minor coughs, coids 


and asthma occur in a high proportion. Limitation of 
effort may exist, but is frequently disguised by the fact 
that the child has never known normality in this regard, 
and parents are apt to concur in his own unconscious 
assessment of what his “normal” is. One ozten hears the 
comment that, although the child’s previous response to 


j 
f 


Figure II. 
The subject of Figure I three months after operation. 


effort had been considered reasonable, it is now realized 
that such was not the case, as his improvement since 
operation has been so pronounced. As would be expected, 
in the moderate and severe cases the vital capacity is 
reduced. 

Cardiac features are not often prominent, although the 
limitation of response to effort probably has some cardiac 
element in its causation. In cases in which gross sternal 
depression is present, the heart may be displaced, usually 
to the left; but it seems that its action is affected not 
so much by displacement as by compression between the 
sternum and the vertebral column, the effect resembling 
that of constrictive pericarditis. Thus congestive failure 
is more apt to ensue in patients who have no cardiac 
displacement. In any case, such severe developments are 
rare, as has been emphasized by Evans (1946) and by 
Master and Stone (1949). 

Despite all this, it must be stated that there are 
individuals with considerable sternal depression who have 
maintained a good athletic record. Of course, one cannot 
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say how much better the record might have been had no 
funnel chest been present or had it been corrected. 


Psychological changes are the rule in all except mild 
cases. The unfortunate possessor of a funnel chest early 
realizes that he (or she) is different from his companions. 
Gibes from school mates become cumulative (one boy was 
nicknamed “Cavity”). The child refuses to wear bathing 
costume and is reluctant to change clothes in school 
dressing rooms. When interest in the opposite sex com- 
mences, the position further deteriorates. Inferiority com- 
plexes born of the deformity and rooted early in life can 
influence the whole course of a patient’s existence. 


The assessment of these cases is largely on clinical 
grounds. The general appearance of the chest is of the 
greatest importance. The degree of sternal depression can 
be estimated by measurement of the distance of the sterno- 
xiphisternal junction from the tip of the nearest vertebral 
spine; an ordinary obstetric pelvimeter is ideal for this 
purpose. 

Radiographic Findings. 

Radiography will give a completely accurate figure for 
the vital distance between sternum and vertebral column. 
It is best obtained from a lateral tomogram (this 
eliminates rib shadows) centred on the mid-line with a 
radio-opaque centimetre scale placed along’ the mid- 
sternum. The distance between the anterior surface of the 
vertebral bodies and the posterior surface of the sternum 
can now be accurately calculated by checking off the 
measurement on the scale. The usual postero-anterior film 
of the chest will demonstrate any lateral cardiac dis- 
placement. 

Vital capacity figures may be useful, especially to 
demonstrate improvement, but they are difficult to obtain 
accurately in young children. 


Treatment. 
Treatment involves the consideration of two vital points: 
which patients require operation and at what age it should 
be performed. 


Before we enter on this discussion, it must be stated 
that a cure cannot be effected by any form of physio- 
therapy or by the wearing of retentive apparatus. Writers 
are uniform in their agreement on this point. 


Operation should be recommended in all instances in 
which vital capacity is diminished or in which restriction 
of effort is apparent or suspected. Cardiac displacement 
is an obvious plea for operative correction. Patients with 
these features would be classified as severely or moderately 
severely affected and would almost certainly exhibit psycho- 
logical changes also. The next group is that in which, 
although respiratory and cardiac effects are considered 
improbable, psychological features are present. In deciding 
whether to advise operation on patients in this category, 
one takes into consideration the fact that, with present- 
day anesthesia and resuscitative measures, operative risk 
is negligible. It would seem reasonable, therefore, to 
suggest intervention in all patients in whom it is thought 
that the scar will be less disability than the deformity. In 
girls, the masking of deformity by breast development is 
a factor to be given correct emphasis. 


There remains a group in which the deformity is suf- 
ficiently mild as not to warrant operation. In my experi- 
ence this group constitutes about 20% of referred patients. 


Of 100 patients examined in private and hospital prac- 
tice, 42 have been operated on; 18 are awaiting operation; 
for four operation was advised, but has not been proceeded 
with; 28 are still under observation, 15 of whom it is 
thought will need operation; for eight others operation 
was considered unnecessary. 


The elective age for operation is of great importance. It 
has been stated by Brown (1939) and by Lester (1950, 
1953) that in patients aged under about twelve months a 
cure can be effected by simply detaching the xiphisternum 
from the sternum and severing the sternal attachments of 
any nearby diaphragmatic fibres. This allows the sternum 
to “spring forward”. I have performed this procedure on 


two patients aged four months, and (with some sligh* 


amplification) on a further four, aged respectively nine 
months, fourteen months, sixteen months and seventeer 


months. In these cases the deformity has recurred to au 
appreciable degree, and further intervention appear: 
likely. Lester (1954) has now somewhat modified hi: 


original simple procedure and is sufficiently uncertain of 


his results as to warn parents that further operation may 
be necessary. At present I am disinclined to operate at 
this early age. 

As is frequently the case in children, it seems that the 
optimum age for operation is as soon as it is reasonabl 
to perform it. Here the factor governing “reasonable” i: 
that of inspiratory chest retraction. Retraction become: 
greatly reduced and the chest wall adequately “set” ai 
the age of about four years. At this age the risk of any 
post-operative recurrence has receded, and one feels it to 
be a logical age for intervention in cases in which it is 
apparent that this measure is desirable. Older children 
can be operated on at convenience. Should a child witl 
a mild deformity be examined at an early age, progres: 
should be estimated at intervals until a definitive decision 
can be made. 

The steps of the operation are as follows. 


The skin incision is transverse, placed at the level of 
the sterno-xiphisternal junction, and extends from nipple 
line to nipple line. Upper and lower musculo-cutaneous 
flaps are raised, the upper containing the pectoral muscles 
and the lower the rectus abdominis and lateral abdomina! 
musculature; the substernal. ligament is divided during 
this procedure. The affected costal cartilages (usually the 
third to the eighth) are resected subperichondrially 
throughout the whole extent of their deformity; difficulty 
is here experienced owing to the reluctance of peri- 
chondrium to part from cartilage. The xiphisternum is 
separated from the sternum, the finger is introduced into 
the anterior mediastinum and the attachments of the 
diaphragm to the costal cartilages swept off on either side. 
A cuneiform osteotomy of the anterior table of the 
sternum is effected at the level of the uppermost cartilage 
resected. The sternum is bent forwards and fixed in a 
slightly over-corrected position by suturing the cut peri- 
osteum across the osteotomy. Any elements now found 
to be under tension, either beneath the sternum or in the 
cartilage beds, are divided, and the muscles are sutured 
back to their previous sites of attachment. The sternum 
is held firmly forward by the osteotomy sutures and the 
pull of the reattached pectoral muscles. Finally, the skin 
incision is united with a subcuticular silk suture. 

In this series of 100 patients, 42 have already been 
subjected to operation. Six were in the infant group on 
whom a “simple procedure” was performed. In nine of the 
remaining cases an external metal prosthesis was used. 
and to it the sternum was attached by stainless steel 
wires. The object was to maintain the corrected position 
for some ten days after operation in order to prevent 
“fiapping” of the chest wall and recession of the sternum. 
The wires and prosthesis were then removed. This pro- 
cedure is advocated by Brown (1939), by Lester (1950, 
1954), and by King (1952). However, it has been found 
in the last 27 cases that firm fixation of the sternum 
was able to be achieved without this rather clumsy device, 
which has not been reintroduced since it was first 
discarded. 

A major advance has been the introduction of the trans- 
verse incision, used in the last 25 operations. This, when 
sutured with a subcuticular stitch, results in an incon- 
spicuous scar low down on the chest (well below any dress 
line in girls). The commonly advocated vertical incision 
leaves a scar which reaches almost to the neck, which is 
sometimes keloidal and never ornamental. 

The operation is a tedious one and may take one and a 
half to two hours to complete. Blood loss is usually in 
the region of eight to ten ounces, and the blood must be 
replaced as lost. The pleural cavity may occasionally be 
inadvertently opened ; but this fact should never pass 
unrecognized, is readily corrected and has proved to be 
of no significance. At the conclusion the patient has always 
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been in good condition, and convalescence has been short 
and easy. Ambulation is commenced on the second post- 
operative day. The subcuticular suture is removed on the 
sixth day, and the child is discharged from hospital on 
the seventh or eighth day. A trained physiotherapist 
institutes breathing exercises two days before operation. 
These are continued twice daily for the duration of the 
stay in hospital and thereafter itinerantly two to three 
times weekly for an average period of one month. Intelli- 
gent parents can conduct these exercises once the child 
has left hospital. 


Results of Treatment. 


Intermediate results (up to three and a half years) have 
been eminently satisfactory (with the exception of the 
babies mentioned above). A slight degree of sternal 
recession in some of the earlier cases has been noted, 
but the technique just outlined seems to have eliminated 
this fault. Figure II shows the result three months after 
operation on the patient featured in Figure I. 


The functional results have been most pleasing, and 
considerable improvement in response to effort is usual. 
The patients’ general health has improved, and with it 
the liability to chest infections he~ decreased. The 
children themselves are very pleased with all aspects of 
their rehabilitation, and psychological worries appear to 
have been eliminated. 

It has been mentioned that poor posture is a frequent 
concomitant of funnel-chest, and it is important to realize 
that this defect is not cured by operation, but will need 
assiduous parental and physiotherapeutic care over a 
prolonged period. 

Summary. 


The subject of funnel chest is discussed, a personal 
series of 100 cases being used as a basis. 


The clinical features of the condition are detailed. 


The question of treatment is considered, and indications 
for operation are formulated. 


The results of operative treatment are inditated. 
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THE MANAGEMENT OF THE RH-NEGATIVE MOTHER 
IN GENERAL PRACTICE. 





By Grorrrey M. Bourke, 


Pediatric Registrar, The Women’s Hospital, Crown 
Street, Sydney. 





For some time it has been apparent that in general 
practice the management of Rh-negative women who 
yecome pregnant often leaves much to be desired. That 
this is so is borne out by the fact that two sets of circum- 
a frequently occur at the Women’s Hospital, Crown 

treet: 


1. Babies who have developed jaundice or anemia are 
sent to this hospital for treatment, when it is strongly 
suspected or even known that they are suffering from 
hemolytic disease of the newborn. It is not uncommon for 
the hospital to be approached regarding admission of 
babies who had been born twenty-four or more hours 
earlier. This is much too late to achieve the best results 
from exchange transfusion. 


2. Women are often admitted to hospital in emergency, 
having had little or no ante-natal care. It is often found 
that the blood group of the patient is not known. 


For the foregoing reasons, it is thought that the manage- 
ment of the Rh-negative mother, as it is carried out in 
general practice, should be reviewed. 


Principles of Rh Immunization. 


Whenever an Rh-negative woman, married to an 
Rh-positive man, becomes pregnant, and the fetus is 
Rh-positive, anti-Rh agglutinins may be formed by the 
mother. Agglutinin formation is a response to the passage 
of fetal Rh antigens through the placenta into the 
maternal circulation. The antibodies, in their turn, cross 
the placental barrier and affect the red blood cells of the 
fetus. The anti-Rh agglutinins can be detected circulating 
in the maternal blood, the significance of which will be 
discussed later. Anti-Rh agglutinins may also be produced 
as a result of transfusion or intramuscular injection of 
Rh-positive blood. 

The chance that an Rh-negative woman whose husband 
is Rh-positive may become immunized against the fetal 
Rh antigens is small. Clemens and Walsh (1954) have 
determined that the chance of developing Rh antibodies 
during the first pregnancy is one in 143, and the risk of 
initial immunization with succeeding pregnancies is one 
in 14 in the second and third, one in 12 in the fourth, and 
one in eight in the fifth. 


The same workers in a series of 5694 Rh-negative 
pregnant women found that 505 became immunized—that 
is, they developed anti-Rh agglutinins. This figure repre- 
sents 8-9% of patients investigated. 


It has been found that 85% to 90% of mothers with 
anti-Rh agglutinins have babies that are affected by hemo- 
lytic disease. At the present time there is no proven 
effective method of inhibiting the formation of Rh antibody. 


The Rh group of the husband is also important, as he 
may belong to one of three groups: 

1. Rh-positive, homozygous (36%): All his children will 
be Rh-positive, and are potential candidates for hemolytic 
disease if his wife is Rh-negative. 

2. Rh-positive, heterozygous (48%): If his wife is 
Rh-negative, theoretically 50% of his children will be 
Rh-negative, and this 50% cannot be affected with hemo- 
lytic disease of the newborn due to Rh-incompatibility. 


3. Rh-negative (16%): In his children there is no risk 
of hemolytic disease due to the Rh factor, irrespective of 
the Rh group of the mother. 


Management of the Patient. 


At the first ante-natal visit, a general medical and 
obstetric history is obtained. Inquiry is made as to previous 
blood transfusions that may have been administered to the 
patient, it being remembered that she may have received 
without her knowledge blood by the intramuscular route 
as a child, the Rh status of that blood not being known. 


In the case of multipare, full information is required 
regarding the occurrence of stillbirths, and the progress of 
all previous live babies in the post-natal period. Particular 
emphasis is placed on the development of anzmia or 
jaundice and their time of onset and treatment. Details of 
blood transfusions given and the hospital at which such 
treatment was carried out should be ascertained. 


Two points are overlooked at times when the history is 
being taken: (i) Has the patient had a miscarriage? 
Although it is rare, a pregnancy terminating as early as 
ten to twelve weeks may be sufficient to cause sensitization 
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of the patient to Rh-positive antigens (Mollison, Mourant 
and Race, 1952). (ii) Has the patient remarried since the 
last pregnancy? The outlook for the foetus may be altered 
considerably if an immunized Rh-negative woman 
remarries, even if the new husband is Rh-positive. The 
reason for this has already been discussed. 


Blood Group Investigations. 


1. At the sixteenth week the patient’s blood group and 
Rh status must be determined. 


2. If the mother is Rh-negative, it is then essential to 
ascertain whether anti-Rh agglutinins are present, and if 
so, what the titre is. The term titre means the dilution in 
which the antibody may be detected in the mother’s blood 
when a sample of her serum is tested against known 
Rh-positive cells suspended in either saline or bovine 
albumin. In each capital city of Australia there is at least 
one laboratory to which samples of blood can be forwarded 
for these investigations. In New South Wales this work is 
carried out by the Red Cross Blood Transfusion Service. 
Five millilitres of venous blood should be sent in a sterile 
container, and no anticoagulant should be added. The 
presence of anti-Rh agglutinins at this stage usually 
indicates that the patient has become sensitized before the 
present pregnancy. 


3. It is desirable to determine the Rh grouping of the 
husbands of all Rh-negative women, as 16% will be 
Rh-negative themselves, 


There are no further investigations required for the time 
being. 


A further examination of the serum should be made at 
the thirty-fourth week. If anti-Rh agglutinins are present 
at this time, they usually, but not always, indicate that the 
infant will be affected by hemolytic disease. The presence 
of agglutinins for the first time at the thirty-fourth week 
means that sensitization has occurred during this preg- 


nancy. A rising titre of agglutinins, particularly if con- 
siderably increased since the initial test, is thought by 
some authorities to serve as a guide to the severity of the 


hemolytic process in the fetus. Mollison and Cutbush 
(1949) found that when the anti-Rh agglutinin titre was 
128 or more, the mortality rate of the babies was three 
times higher than when the titre was 64 or less. However, 
there are exceptions, and often there is no correlation 
between the titre level and the intensity of the hemolytic 
disease. 


At the thirty-fourth week of pregnancy, Rh-negative 
women can be separated into two groups: 


1. No anti-Rh agglutinins have been detected at either 
investigation. 


2. (i) Anti-Rh agglutinins were not detected at the six- 
teenth week, but at the thirty-fourth week they were found 
to be present. (ii) Anti-Rh agglutinins were present at the 
sixteenth week, and again at the thirty-fourth week, with 
perhaps a raised titre. 


In Group 1 the management is straightforward, as com- 
plications due to Rh incompatibility are not to be feared. 
However, one fact needs emphasis. The first baby for an 
Rh-negative woman may be her only living one, because 
this pregnancy may be sufficient stimulus to sensitize her 
severely for future pregnancies. Great care should there- 
fore be taken throughout her pregnancy and labour to 
ensure a living and well baby. 


In Group 2, a very important decision has to be made at 
this stage: where should the woman be confined? There 
is only one answer to this question—the woman should be 
confined in a large obstetric hospital. 


Patients from those country areas which have inadequate 
facilities for the treatment of hemolytic disease of the 
newborn should be transferred to a hospital where such 
facilities are available. Decision ag to the time of transfer 
can be made by consultation with that hospital at the 
thirty-fourth week. The patient may stay with relatives in 
the city, or if this cannot be arranged, she may be admitted 
to one of the larger obstetric hospitals. 


Reasons for the transfer should be carefully explained to 
the patient and her relatives, and they should be reassured 
regarding the outcome for the baby. There is usually great 
anxiety in the household when it is known that the mother 
is -Rh-negative, particularly if she has had a previously 
affected infant. This hospital has known patients who have 
had two, or even three, successive stillborn infants due to 
Rh incompatibility, and who have then borne a living 
infant that required minimal or no treatment. 


Management at Delivery. 


At the Women’s Hospital, Crown Street, all Rh-negative 
mothers, with or without anti-Rh agglutinins, have 10 
millilitres of cord blood taken from their newborn infants. 
The umbilical cord is ligated and divided at least four 
inches from the baby’s umbilicus, to facilitate exchange 
transfusion should it be necessary. Umbilical clamps are 
not used, for the same reason. 


Physical examination of the baby is carried out immedi- 
ately if hemolytic disease is expected. Blood is taken from 
the baby for hemoglobin estimation, and an examination is 
made of the stained blood film for nucleated red cells. If 
anti-Rh agglutinins are present in the mother’s serum, the 
result of: the direct Coombs test, the blood group, and the 
serum bilirubin level are immediately ascertained from the 
cord blood. The decision to perform exchange transfusion 
depends on the previous history, on the results of the 
pathological tests and on the physical examination of the 
baby. A negative result from the Coombs test excludes 
hemolytic disease due to Rh incompatibility. 


If an infant of an Rh-negative woman unexpectedly 
develops signs arousing suspicion of hemolytic disease, 
such as anemia and jaundice, within twenty-four hours of 
birth, consideration should be given to the transfer of the 
infant to a major centre for observation and treatment. 
The sample of cord blood should accompany the child, when 
possible. A description of the placenta, including its 
weight and size, may also be helpful. 


Conclusions. 


There are seven reasons why Rh-negative women with 
anti-Rh agglutinins at the thirty-fourth week of pregnancy 
should be confined in a large obstetric hospital: 


1. During the last few weeks of pregnancy, consultation 
is often necessary between obstetrician and pediatrician. 
The question of induction-of labour for Rh incompatibility 
still remains a controversial one. 


2. The baby has to be assessed clinically for signs of 
hemolytic disease as soon as it is born, and its progress 
carefully watched. 


3. Immediately after birth, pathological investigations 
must be carried out on the baby and the cord blood. These 
include a direct Coombs test, hemoglobin estimation, blood 
grouping, serum bilirubin estimation and examination of a 
blood smear. 

4. Exchange transfusion when necessary must be com- 
menced as soon as possible after the baby’s birth. Assess- 
ment of the indications for and against, and the technique 
of exchange transfusion require considerable experience. 


5. Specially trained nursing staff is necessary, particu- 
larly if the baby is premature. Constant observation is 
essential; the experienced nurse will notice immediately 
any deterioration in the baby’s condition. 


6. Transportation to another hospital for treatment of a 
baby affected, or thought to be affected, with hemolytic 
disease is most unsatisfactory and detrimental to the baby. 
The journey may take place at night, perhaps over long 
distances by motor-car, train or aircraft; considerable 
inconvenience and expense are often incurred in the 
process. If the infant has hemolytic disease, with or with- 
out superadded prematurity, the journey, even if short and 
made under apparently good conditions, may be sufficient 
in itself to reduce considerably the infant’s chance of 
survival. 

7. The mortality rate from hemolytic disease for mature 
infants is four times greater in those admitted to hospital 
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for treatment after birth than in those born in a hospital 
where the facilities for treatment are immediately available 
and adequate (Walker and Neligan, 1955). 


Summary. 


The management of pregnancy with particular reference 
to hematological investigation may be summarized in the 
following form. 


* What to Do. 


The ABO and Rh blood grouping of all pregnant women 
must be known. If the patient is Rh-negative, the blood 
group of the husband should be determined, and if he is 
Rh-positive, evidence of sensitization to fetal Rh-positive 
antigens should be sought in the maternal serum during 
the pregnancy. 


When Should the Tests be Performed? 


1. At the sixteenth week: (i) Determine the blood 
groups. (ii) If the patient is Rh-negative, determine the 
blood grouping of the husband. (iii) Examine the serum 
for the presence of anti-Rh agglutinins. 


2. At the thirty-fourth week: If the patient is 
Rh-negative, reexamine the serum for the presence of 
anti-Rh agglutinins. 


What is the Significance of the Result of These Tests? 


The detection of anti-Rh agglutinins indicates that in 
the great majority of instances the baby will be born 
suffering from hemolytic disease. If the husband is 
Rh-negative there is no risk of hemolytic disease due to 
Rh incompatibility. 


Where Should the Woman be Confined? 


If anti-Rh agglutinins are present at the thirty-fourth 
week, she must be confined in a large obstetric hospital. 
Any other decision represents defective ante-natal care. 


Why Cannot an Affected Baby be Transferred for 
Treatment After Birth? 


Transport of an affected baby is in itself detrimental to 
its chance of recovery. Exchange transfusion, which is 
life-saving, must be carried out, if indicated, as soon as 
possible. Every hour for which that treatment is delayed 
lessens the infant’s prospect of complete recovery. 
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HIATAL HERNIA. 





By E. A. Boorn, 
Sydney. 





Contrary to some popular belief, hiatal hernia is not a 
newly discovered condition. I have for the last thirteen 
years as a routine procedure examined by means of a 
barium meal patients in both erect and recumbent 
positions. However, previously, the condition was usually 
termed “incompetent cardiac sphincter” or even “short 
esophagus” et cetera. The true significance of the lesion 





1Read at a meeting of the New South Wales Branch of the 
British Medical Association on July 28, 1955. 





became evident only in more recent times, when surgical 
and medical treatment achieved definite alleviation of 
symptoms. 

Types of Hiatal Hernia. 


There are three types of hiatal hernia. The first is the 
esophageal, direct, sliding hernia, in which the cardio- 
csophageal junction is raised above the diaphragm. The 
second is the para-cesophageal, indirect, rolling type, in 
which the cardio-csophageal junction is not elevated. The 
third is a combination of the first and second forms. 


One of the best refluxes I have ever seen was, in fact, 
that of a senior army officer during the war of 1939-1945. 
On reflection, I think his undoubted irascibility was prob- 
ably due to his reflux esophagitis. 


Patients presenting with this syndrome often have a 
previous history of cholecystectomy, or have been taking 
“ulcer powders” for years, or have had “heart attacks” 
and “coronary occlusions” et cetera. 


I should like to relate the findings in a group of six 
barium meal X-ray examinations which I made during one 
morning. 

The first patient had had intermittent substernal pain for 
five years. The gall-bladder had been investigated, and a 
report of possible gall-bladder disease had been given. A 
previous barium meal X-ray examination had revealed spasm 
of the pylorus and duodenal cap, but no ulcer was seen, (I 
believe this pylorospasm to occur quite often, apparently as 
a reflex phenomenon.) This patient had a definite hiatal 
hernia, with reflux. 

A second patient had no particular history supplied, but 
was found to have a direct hiatal hernia with reflux, which 
was profuse. 

A third patient had had several barium meal X-ray exam- 
inations. That in 1950 suggested duodenitis (possibly reflux, 
as in the first case). In 1951 duodenitis was suggested. In 
1952 no abnormality was detected. There was a direct hiatal 
hernia, with reflux. 

In the fourth case, the history said: “To exclude hiatal 
hernia.” No previous similar examination had been carried 
out. This patient also had a direct hiatal hernia, with reflux. 

Thus, out of six patients, four had reflux. This is, of 
course, an unusually high proportion, and is coincidental; 
but it does go to show that the condition is quite common. 


One further case warrants mention. The history stated 
that the patient had had numerous barium meal X-ray 
examinations which had all given negative results, but the 
local medical officer “keeps on asking”. When the patient 
was in the erect position, no lesion was seen, but when he 
was recumbent, a direct hiatal hernia with reflux was 
obvious. 

You will notice that I have stressed “reflux”. This is the 
important thing in that it produces the esophagitis. Aylwin 
pointed out that the damage occurs mostly at night, when 
the patient is sleeping, as conditions for reflux are then 
favourable. The patient is relaxed, breathing steadily and 
deeply, and often in a right lateral or right anterior 
oblique position. Aylwin collected samples of lower 
csophageal fluid during the night, and found that the 
degree of esophagitis varied directly as the pH and amount 
of pepsin, and inversely as the amount of mucus. 


The mucus and alkaline saliva give some protection to 
the lower part of the wsophagus. Reflux csophagitis does 
promote excessive salivation. 


Radiological Investigation. 

The radiological demonstration of hiatal hernia and/or 
reflux may require much perseverance. 

It is now well established that examination of the 
recumbent patient is essential. Johnstone holds that there 
is some justification for commencing the barium meal 
examination with the patient in the recumbent position, as 
the full stomach may prevent herniation later. However, 
with positioning of the patient in recumbency the “drag” 
of the full stomach can be removed, and the volume of 
barium present may be an advantage. 

Moreover, I like to make sure, if possible, that the 
esophagus has emptied before placing the patient in the 
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recumbent position. This avoids the problem of the phrenic 
ampulla. Also I know that barium seen later in the 
esophagus must be due to reflux, because it sometimes 
passes back in such small amounts as to be invisible on 
the screen till a reasonable accumulation has occurred in 
the esophagus. I also like to observe on the screen the 
reflux occurring, in order to be certain. 


Some suggest that if the patient Lends forwards, this 
will suffice. I have never found this method very satis- 
factory. Sometimes, and I believe not always, it may 
reveal a hiatal hernia or reflux. However, such a hernia 
will always show, I find, with the patient in the recumbent 
position, perhaps with the head tilted down slightly, and 
this is much easier for the patient. To ask the average 
patient, who often is an obese female aged sixty to seventy 
years, to try to touch the toes in a darkened room, is, I 
feel, asking a little too much, and is an instruction not 
designed to produce that tranquillity of mind which is 
often necessary to demonstrate the relaxed sphincteric 
mechanism at the cardia. If the patient presents with the 
diagnosis of a “stooping reflux”, however, this mancuvre 
must certainly be carried out. 


Apart from this, the recumbent position affords such an 
excellent check on the fundus of the stomach as to be 
essential in any complete examination of the stomach, 
quite apart from the question of hiatal hernia. 


I do not like too much downward tilting of the head. 
Such excessive tilting may defeat its purpose by putting 
the patient in a state of tension, and thus prevent the 
relaxation which is required, and which comes with normal 
sleep, when, of course, most of the damage to the esophagus 
is done. Therefore, I examine the patient lying horizontal, 
or with a slight downward tilting of the head end of the 
table. 

I am repeatedly asked to examine the patient in the 
Trendelenburg position. This will show a hernia or reflux 
only if the condition is fairly pronounced. With the 
patient in such a position the main pressure of barium is 
against the fundus and diaphragm. This tends to close 
the cardio-esophageal orifice, which is lower down on the 
postero-medial aspect of the gastric fundus (Barrett, 1954; 
Marchand, 1955). 


However, if the patient is rotated from the supine to 
the right anterior oblique or the right posterior oblique 
position, the cardio-esophageal orifice is then on the 
inferior aspect of the gastric fundus and conditions are 
ripe for reflux, as soon as the various “sphincteric” 
mechanisms—valve, intrinsic, muscular et cetera—relax. 


It is my custom to rotate the patient through a full 360° 
in the recumbent position, with the head slightly lowered, 
during steady deep breathing. The deep breathing drags 
the diaphragm down, and also the expiratory phase pro- 
motes good relaxation. (Dornhurst et alii showed the 
changed pleuro-peritoneal pressure gradient that occurs on 
deep breathing.) 

I believe that it is necessary to get relaxation, and the 
patient must feel comfortable and at ease. If the patient 
is nervous and under tension, the reflux may well be pre- 
vented. I think this accounts for the intermittent nature 
of this condition. Of course, in gross cases the condition 
is obvious, sometimes even when the patient is in the erect 
position, especially if the hernia is irreducible. It may be 
necessary to leave the patient in the appropriate position 
for some time before the herniation or reflux occurs. 


Difficulties in Radiological Examination. 


How long should one persist? Often one finally leaves 
the examination of the fundus, having been unable to 
promote reflux or herniation after every mancuvre, to 
examine the duodenal cap and loop, only to find on having 
a final return look at the fundus that a hiatal hernia, with 
reflux, has appeared. 

I remember a case at Royal Prince Alfred Hospital. 


I carried out my routine examination on a middle-aged 
woman without seeing any suggestion of hernia or reflux. 
When I was checking the films, one of them seemed to show 
an air pocket above the diaphragm near the hiatus. I asked 
to see the patient on my next visit a week later. On this 


occasion, with exactly the same technique, one-third of th: 
stomach herniated almost immediately when she assumed th: 
recumbent right anterior oblique position. 

Radiological examination must be limited by radiation 
danger to the patient as well as to the radiologist. I find ii 
difficult sometimes to know just how long one should 
persist. 

The clinical history is helpful. In suggestive cases th« 
examination warrants longer perusal and persistence. 
Clinicians should, therefore, state whether herniation with 
reflux is suspected. Ofter the story is so convincing as tc 
be virtually diagnostic, and the barium meal X-ray exam 
ination is purely confirmatory. The use of a barium meai 
entails quite a long examination, and I believe that the 
clinician should stress what seems to be the most likel) 
lesion, so that the main effort may be directed along these 
lines. 

Many maneceuvres may be necessary before reflux occurs— 
for example, coughing, straining, Valsalva’s manceuvre, 
bimanual compression, et cetera. There seems to be no 
one fixed position in which reflux will always appear 
However, the right lateral, right posterior oblique and 
right anterior oblique positions are certainly the mosi 
likely. The pure Trendelenburg, in my experience, is not 
the best position for demonstrating these lesions. In one 
patient I examined recently, reflux occurred only when she 
was brought to a semi-erect position whilst lying on the 
right side. Often the reflux occurs as the barium flows up 
into the fundus when the patient first assumes the 
recumbent posture. 


Phrenic Ampulla.—The phrenic ampulla is sometimes 
confusing. It is the slight dilatation that occurs in the 
lower end of the esophagus as the barium accumulates, 
waiting for the sphincter into the stomach to relax and 
allow emptying of the esophagus. It is physiological, not 
pathological. It is never seen with the esophagus empty, 
and a dilated sac, with the typical mosaic pattern of gastric 
mucosa, often seen in the right anterior oblique view, can 
be due only to a gastric hernia through the hiatus. 


Patients with upper esophageal obstruction often show a 
normal csophagus when erect, but hiatal hernia and reflux 
when recumbent. It is suggested that examination of the 
cwsophagus by means of a barium bolus should always be 
carried out with the patient erect and recumbent, and the 
stomach should be examined for hiatal hernia and/or 
cesophageal reflux in all such cases. 


What can the radiologist discover and report? (i) Frank 
herniation, with ov without reflux; (ii) csophagitis and 
spasm in the lower third (possibly); stricture; (iii) 
possibly ulceration, in either the esophagus or in the 
herniated portion of the stomach, or “gastric” ulcer (of 
Barrett) in the lower part of the esophagus, which is lined 
with columnar-celled gastric mucosa (a thick barium bolus, 
as well as the thin barium meal, is helpful); (iv) whether 
the hernia is (a) of the direct, sliding esophageal type, or 
(b) of the indirect, rolling, para-esophageal type; (v) 
whether the hernia is reducible or irreducible. 


Para-@sophageal Hernia. — Para-cesophageal hernia is 
often found accidentally—for example, in chest surveys. 
Reflux is not common in this variety, and so esophagitis 
does not occur so often. These hernie may produce symp- 
toms from pressure, strangulation, ulcer in the sac, et 
cetera. Moreover, it is not uncommon for the direct and 
indirect types to be present in the one case. 


I believe that the radiologist should report reflux when 
it is present, however slightly, except perhaps in the case 
of one solitary eructation. It is for the clinician to deter- 
mine whether the reflux is significant by a careful check on 
the history et cetera, together with «sophagoscopic 
examination. 


CEsophagoscopy. 


If anyone has doubts about this syndrome, he need only 
look down the cesophagoscope to be convinced that 
esophagitis is a very real complication. The mucosa is 
red, obviously inflamed and easily damaged. Reflux is 
often so profuse as to obscure the view from time to time. 
and suction is necessary. It is interesting to note, in 
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passing, that such csophagitis does not occur in cardio- 
spasm, in which there is no reflux. 


CEsophagoscopy is helpful also in determining the real 
esophagogastric junction, although biopsy may be neces- 
sary to be certain of this. 


The difficulties of locating the mucosal junction radio- 
logically were well shown by Allison and Johnstone. Some 
questions still have to be answered. Why, for example, do 
some patients who have pronounced csophageal reflux 
have no symptoms of burning et cetera, whilst others with 
a minimum of reflux have severe burning? Is this a per- 
sonal sensitivity? Or do the latter patients get symptoms 
because of increased gastric secretion et cetera? 


The “sphincteric” mechanism is still under discussion. 
Undoubtedly the diaphragmatic pinch-cock plays a part, 
but is probably augmented by valve action, gastric muscle 
sling, and intrinsic esophageal sphincter. 


Conclusion. 


In conclusion, let me say that I have directed my 
remarks almost .entirely to the question of cesophageal 
reflux, with or without direct hiatal hernia, because it is 
the more common type and produces more symptoms from 
regurgitation. (In 75% of reflux cases esophagitis 
develops. ) 

Indirect hernia may be associated with it, or it may 
occur on its own. It may produce symptoms of pressure, 
ulceration et cetera, but does not commonly cause reflux 
when it is unaccompanied by direct herniation. 


I hope I have convinced you that this condition is real, 
that it is very common, and that it may take a great deal 
of patience and perseverance on the part of the radiologist 
to demonstrate it. It is a great help to him if the clinician 
indicates that the history is suggestive of reflux and 
herniation. In fact, if the history is convincing enough, 
negative radiological findings do not exclude the lesion. I 
doubt whether radiology alone can really exclude this 
lesion, and certainly it is not always possible to diagnose it 
by radiological methods only. 
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RAYNAUD’S PHENOMENON IN A CHILD. 





By GWENDOLINE HewI1'T, M.B., B.S., B.Se., D.G.O., D.C.H., 


Assistant Physician, Royal Children’s Hospital, 
Melbourne. 





A conpbiTION which he termed “asphyxie locale sym- 
métrique des extrémités’ was described by Raynaud in 
1852, and in 1888 he wrote a thesis elaborating the clinical 
picture of this condition, which was subsequently known 
as Raynaud’s disease. The condition is characterized by 
intermittent attacks of vascular spasm affecting the 
extremities symmetrically, and these attacks are combined 
with, or preceded by, sensory symptoms such as par- 
sthesia and pain. Repeated attacks, especially if long 
lasting, induce trophic disturbances such as gangrene or 
“clerodactyly. 








The cases described in Raynaud’s original work, how- 
ever, included several different conditions, such as sclero- 
derma, atherosclerosis and thromboangiitis obliterans, and 
Lewis suggested that the name “Raynaud’s phenomenon” 
would be more aptly used “to signify active and inter- 
mittent closure of small arteries of the order of those 
supplying the digits”. 

It is stated in Brennemann’s text-book (1950) that young 
persons are especially susceptible to this disease, and that 
it can be observed even in sucklings. On the other hand, 
in Garrod, Batten and Thursfield’s book (1953), it is stated 
that the condition is very rare in childhood. In a search 
through the more recent literature I have been unable to 
find a case of Raynaud’s phenomenon in a child similar 
to the one recorded here. 











































Ficure I. 


Clinical Record. 


A., aged six years, was born of partly aboriginal parents, 
her mother being three-quarters aboriginal and her father 
half aboriginal. She was the youngest but one of a family 
of nine children. The family was in reasonable financial 
circumstances, living in a three-bedroom house. 


The child had complained of painfui fingers for six 
weeks, the pain being worse in the mornings when she 
wakened. She had always had cold, blue hands, but had 
never complained of her feet. For some months before 
the pain started she had complained of “pins and needles” 
in the fingers, and had been grizzly, nervy and without 
interest in food. The child had been on a very poor diet, 
consisting mainly of a third of a pint of milk daily, four 
or five eggs per week, bread, biscuits, lollies, chocolates 
and fruit. She took practically no vegetables, meat or 
cheese. She had had no significant past illnesses. Her 
tonsils had been removed nine months before, the reason 
given by the mother being that she was thin. 
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recumbent position. This avoids the problem of the phrenic 
ampulla. Also I know that barium seen later in the 
esophagus must be due to reflux, because it sometimes 
passes back in such small amounts as to be invisible on 
the screen till a reasonable accumulation has occurred in 
the esophagus. I also like to observe on the screen the 
reflux occurring, in order to be certain. 


Some suggest that if the patient bends forwards, this 
will suffice. I have never found this method very satis- 
factory. Sometimes, and I believe not always, it may 
reveal a hiatal hernia or reflux. However, such a hernia 
will always show, I find, with the patient in the recumbent 
position, perhaps with the head tilted down slightly, and 
this is much easier for the patient. To ask the average 
patient, who often is an obese female aged sixty to seventy 
years, to try to touch the toes in a darkened room, is, I 
feel, asking a little too much, and is an instruction not 
designed to produce that tranquillity of mind which is 
often necessary to demonstrate the relaxed sphincteric 
mechanism at the cardia. If the patient presents with the 
diagnosis of a “stooping reflux”, however, this manceuvre 
must certainly be carried out. 

Apart from this, the recumbent position affords such an 
excellent check on the fundus of the stomach as to be 
essential in any complete examination of the stomach, 
quite apart from the question of hiatal hernia. 


I do not like too much downward tilting of the head. 
Such excessive tilting may defeat its purpose by putting 
the patient in a state of tension, and thus prevent the 
relaxation which is required, and which comes with normal 
sleep, when, of course, most of the damage to the esophagus 
is done. Therefore, I examine the patient lying horizontal, 
or with a slight downward tilting of the head end of the 
table. 

I am repeatedly asked to examine the patient in the 
Trendelenburg position. This will show a hernia or reflux 
only if the condition is fairly pronounced. With the 
patient in such a position the main pressure of barium is 
against the fundus and diaphragm. This tends to close 
the cardio-esophageal orifice, which is lower down on the 
postero-medial aspect of the gastric fundus (Barrett, 1954; 
Marchand, 1955). 


However, if the patient is rotated from the supine to 
the right anterior oblique or the right posterior oblique 
position, the cardio-esophageal orifice is then on the 
inferior aspect of the gastric fundus and conditions are 
ripe for reflux, as soon as the various “sphincteric” 
mechanisms—valve, intrinsic, muscular et cetera—relax. 


It is my custom to rotate the patient through a full 360° 
in the recumbent position, with the head slightly lowered, 
during steady deep -breathing. The deep breathing drags 
the diaphragm down, and also the expiratory phase pro- 
motes good relaxation. (Dornhurst et alii showed the 
changed pleuro-peritoneal pressure gradient that occurs on 
deep breathing.) 


I believe that it is necessary to get relaxation, and the 
patient must feel comfortable and at ease. If the patient 
is nervous and under tension, the reflux may well be pre- 
vented. I think this accounts for the intermittent nature 
of this condition. Of course, in gross cases the condition 
is obvious, sometimes even when the patient is in the erect 
position, especially if the hernia is irreducible. It may be 
necessary to leave the patient in the appropriate position 
for some time before the herniation or reflux occurs. 


Difficulties in Radiological Examination. 


How long should one persist? Often one finally leaves 
the examination of the fundus, having been unable to 
promote reflux or herniation after every mancuvre, to 
examine the duodenal cap and loop, only to find on having 
a final return look at the fundus that a hiatal hernia, with 
reflux, has appeared. 

I remember a case at Royal Prince Alfred Hospital. 


I carried out my routine examination on a middle-aged 
woman without seeing any suggestion of hernia or reflux. 
When I was checking the films, one of them seemed to show 
an air pocket above the diaphragm near the hiatus. I asked 
to see the patient on my next visit a week later. On this 


occasion, with exactly the same technique, one-third of th: 
stomach herniated almost immediately when she assumed thx 
recumbent right anterior oblique position. 

Radiological examination must be limited by radiatior 
danger to the patient as well as to the radiologist. I find i: 
difficult sometimes to know just how long one should 
persist. 


The clinical history is helpful. In suggestive cases th« 
examination warrants longer perusal and persistence. 
Clinicians should, therefore, state whether herniation with 
reflux is suspected. Ofter the story is so convincing as tc 
be virtually diagnostic, and the barium meal X-ray exam 
ination is purely confirmatory. The use of a barium meai 
entails quite a long examination, and I believe that the 
clinician should stress what seems to be the most likely 
lesion, so that the main effort may be directed along these 
lines. 


Many manceuvres may be necessary before reflux occurs— 
for example, coughing, straining, Valsalva’s manceuvre, 
bimanual compression, et cetera. There seems to be no 
one fixed position in which reflux will always appear. 
However, the right lateral, right posterior oblique and 
right anterior oblique positions are certainly the most 
likely. The pure Trendelenburg, in my experience, is not 
the best position for demonstrating these lesions. In one 
patient I examined recently, reflux occurred only when she 
was brought to a semi-erect position whilst lying on the 
right side. Often the reflux occurs as the barium flows up 
into the fundus when the patient first assumes the 
recumbent posture. 


Phrenic Ampulla.——The phrenic ampulla is sometimes 
confusing. It is the slight dilatation that occurs in the 
lower end of the esophagus as the barium accumulates, 
waiting for the sphincter into the stomach to relax and 
allow emptying of the esophagus. It is physiological, not 
pathological. It is never seen with the esophagus empty, 
and a dilated sac, with the typical mosaic pattern of gastric 
mucosa, often seen in the right anterior oblique view, can 
be due only to a gastric hernia through the hiatus. 


Patients with upper esophageal obstruction often show a 
normal esophagus when erect, but hiatal hernia and reflux 
when recumbent. It is suggested that examination of the 
esophagus by means of a barium bolus should always be 
carried out with the patient erect and recumbent, and the 
stomach should be examined for hiatal hernia and/or 
esophageal reflux in all such cases. 


What can the radiologist discover and report? (i) Frank 
herniation, with or without reflux; (ii) csophagitis and 
spasm in the lower third (possibly); stricture; (iii) 
possibly ulceration, in either the esophagus or in the 
herniated portion of the stomach, or “gastric” ulcer (of 
Barrett) in the lower part of the esophagus, which is lined 
with columnar-celled gastric mucosa (a thick barium bolus, 
as well as the thin barium meal, is helpful); (iv) whether 
the hernia is (a) of the direct, sliding esophageal type, or 
(b) of the indirect, rolling, para-esophageal type; (v) 
whether the hernia is reducible or irreducible. 


Para-G@sophageal Hernia. — Para-esophageal hernia is 
often found accidentally—for example, in chest surveys. 
Reflux is not common in this variety, and so esophagitis 
does not occur so often. These hernie may produce symp- 
toms from pressure, strangulation, ulcer in the sac, et 
cetera. Moreover, it is not uncommon for the direct and 
indirect types to be present in the one case. 


I believe that the radiologist should report reflux when 
it is present, however slightly, except perhaps in the case 
of one solitary eructation. It is for the clinician to deter- 
mine whether the reflux is significant by a careful check on 
the history et cetera, together with «sophagoscopic 
examination. 


Csophagoscopy. 


If anyone has doubts about this syndrome, he need only 
look down the csophagoscope to be convinced that 
esophagitis is a very real complication. The mucosa is 
red, obviously inflamed and easily damaged. Reflux is 
often so profuse as to obscure the view from time to time, 
and suction is necessary. It is interesting to note, in 
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passing, that such esophagitis does not occur in cardio- 
spasm, in which there is no reflux. 


CEsophagoscopy is helpful also in determining the real 
cwsophagogastric junction, although biopsy may be neces- 
sary to be certain of this. 


The difficulties of locating the mucosal junction radio- 
logicaliy were well shown by Allison and Johnstone. Some 
questions still have to be answered. Why, for example, do 
some patients who have pronounced cesophageal reflux 
have no symptoms of burning et cetera, whilst others with 
a minimum of reflux have severe burning? Is this a per- 
sonal sensitivity? Or do the latter patients get symptoms 
because of increased gastric secretion et cetera? 


The “sphincteric”’ mechanism is stili under discussion. 
Undoubtedly the diaphragmatic pinch-cock plays a part, 
but is prebably augmented by valve action, gastric muscle 
sling, and intrinsic esophageal sphincter. 


Conclusion. 


In conclusion, let me say that I have directed my 
remarks almost -entirely to the question of csophageal 
reflux, with or without direct hiatal hernia, because it is 
the more common type and produces more symptoms from 
regurgitation. (In 75% of reflux cases csophagitis 
develops. ) 

Indirect hernia may be associated with it, or it may 
occur on its own. It may produce symptoms of pressure, 
ulceration et cetera, but does not commonly cause reflux 
when it is unaccompanied by direct herniation. 


I hope I have convinced you that this condition is real, 
that it is very common, and that it may take a great deal 
of patience and perseverance on the part of the radiologist 
to demonstrate it. It is a great help to him if the clinician 
indicates that the history is suggestive of reflux and 
herniation. In fact, if the history is convincing enough, 
negative radiological findings do not exclude the lesion. I 
doubt whether radiology alone can really exclude this 
lesion, and certainly it is not always possible to diagnose it 
by radiological methods only. 
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RAYNAUD’S PHENOMENON IN A CHILD. 


By GwWENDOLINE Hewitt, M.B., B.S., B.Sec., D.G.O., D.C.H., 


Assistant Physician, Royal Children’s Hospital, 
Melbourne. 


A CONDITION which he termed “asphyxie locale sym- 
métrique des extrémités”’ was described by Raynaud in 
1852, and in 1888 he wrote a thesis elaborating the clinical 
picture of this condition, which was subsequently known 
as Raynaud’s disease. The condition is characterized by 
intermittent attacks of vascular spasm affecting the 
extremities symmetrically, and these attacks are combined 
with, or preceded’ by, sensory symptoms such as par- 
esthesia and pain. Repeated attacks, especially if long 
lasting, induce trophic disturbances such as gangrene or 
sclerodactyly. 


The cases described in Raynaud’s original work, how- 
ever, included several different conditions, such as sclero- 
derma, atherosclerosis and thromboangiitis obliterans, and 
Lewis suggested that the name “Raynaud’s phenomenon” 
would be more aptly used “to signify active and inter- 
mittent closure of small arteries of the order of those 
supplying the digits’. 

It is stated in Brennemann’s text-book (1950) that young 
persons are especially susceptible to this disease, and that 
it can be observed even in sucklings. On the other hand, 
in Garrod, Batten and Thursfield’s book (1953), it is stated 
that the condition is very rare in childhood. In a search 
through the more recent literature I have been unable to 
find a case of Raynaud’s phenomenon in a child similar 
to the one recorded here. 


Ficure I. 


Clinical Record. 


A., aged six years, was born of partly aboriginal parents, 
her mother being three-quarters aboriginal and her father 
half aboriginal. She was the youngest but one of a family 
of nine children. The family was in reasonable financial 
circumstances, living in a three-bedroom house. 


The child had complained of painful fingers for six 
weeks, the pain being worse in the mornings when she 
wakened. She had always had cold, blue hands, but had 
never complained of her feet. For some months before 
the pain started she had complained of “pins and needles” 
in the fingers, and had been grizzly, nervy and without 
interest in food. The child had been on a very poor diet, 
consisting mainly of a third of a pint of milk daily, four 
or five eggs per week, bread, biscuits, lollies, chocolates 
and fruit. She took practically no vegetables, meat or 
cheese. She had had no significant past illnesses. Her 
tonsils had been removed nine months before, the reason 
given by the mother being that she was thin. 
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Examination of the child revealed her to be a thin, dark- 
skinned girl, about six pounds below the average weight 
for a girl of her height (Figure I). Her heart was normal. 
Her blood pressure was 110 millimetres of mercury, 
systolic, and 70 millimetres, diastolic, and pulses were 
easily palpable in the radial, femoral and dorsalis pedis 
arteries. Her fingers were blue, the pulps were swollen, 
and there was discoloration and shedding of the skin of 
the finger tips amounting to commencing superficial dry 
gangrene (Figure II). The toes were cold and bluish. 
The urine contained albumin, settling out to about one- 
sixteenth after boiling. 


A series of investigations failed to reveal the etiology 
of her condition. The following investigations were carried 
out in a search for infective and other causes. Microscopic 
examination of the urine gave normal findings. Examina- 
tion of a throat swab revealed normal flora. The blood 
failed to react to the Wassermann and Kahn tests, and the 


. 


Figure II. 


result of a Paul-Bunnell test was negative. An examination 
of the blood gave the following results: the erythrocyte 
sedimentation rate (Wintrobe) was two millimetres in 
one hour (uncorrected), and the hemoglobin value was 
13-6 grammes per centum; the leucocytes numbered 14,000 
per cubic millimetre, 54% being neutrophile cells, 43% 
lymphocytes, 1% monocytes, and 2% eosinophile cells; the 
number of platelets was normal. Serum paper electro- 
phoresis showed the general pattern to be normal. Whilst 
the y globulin band appeared prominent, scanning showed 
that the level was within the upper limits of normal. In 
addition, a direct Coombs test produced a negative result, 
cold hemagglutinins were absent, lupus erythematosus 
cells were not detected in the blood, and an X-ray exam- 
ination of the cervical part of the spine revealed no bone 
or joint abnormality. The blood urea content was 28 
milligrammes per 100 millilitres. 


Caloric tests were performed. The child’s hands were 
held in cold water at 15° C. for ten minutes. This precipi- 
tated an attack of painful blanching of the fingers, thus 
confirming the diagnosis of Raynaud’s phenomenon as 
defined by Lewis. The reactive hyperemia test was per- 
formed. The hands were warmed in a water bath at 
35° C. for ten minutes. The hands were then elevated until 
they were pale, sphygmomanometer cuffs were placed on 
both arms, and the pressure was raised above the systolic 
pressure. Both hands were then replaced in the warm 
bath for five minutes. The pressure in the cuffs was then 
released. When there is no organic obstruction in the 
arteries the hands flush to the fingers tips in from three to 
five seconds. In this patient flushing did not occur, which 
suggested some obstruction in the digital arteries. 


Treatment was commenced with “Priscol”’ tablets, 25 
milligrammes three times a day, and “Priscol’’ vasodilator 
ointment applied to the fingers. Whether as a result of 
this treatment or the warmer weather, her fingers improved 
at first. The fingers tips became pink and lost the 


gangrenous appearance. No further shedding of skin 
occurred. She complained only occasionally of pain in 
the mornings. On an improved diet she grew an inch in 
six months and gained six pounds in weight, and her 
appetite and general well-being improved. However, 
albumin remained almost consistently present in the urine, 
being absent only in two specimens tested, one during 
November and one in March. During the cold autumn 
weather there was a return of attacks of vascular spasm 
with pain and blanching of the fingers. 


Comment. 


This case shows the characteristics of Raynaud’s 
phenomenon affecting the fingers and possibly to a slight 
extent the toes. The cause has not been determined, but 
the association of a high normal vy globulin level with 
albuminuria is suggestive of some general disorder, pos- 
sibly of infective origin, although the evidence for this 
is slight. It was considered, by analogy with other cases 
occurring in adults, that the pathological lesion present in 
the end arteries might be an intimal proliferation, the 
cause being unknown. Evidence of an allergic diathesis, 
of the presence of a neuropathic personality or of emotional 
disturbances, often described as occurring in these patients, 
was not discovered in this case, nor was there any history 
of hereditary factors. 
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SCHIZOPHRENIA IN IDENTICAL TWINS. 


By S. J. Cantor, M.B., B.S., D.P.M., 
Mental Hospital, New Norfolk, Tasmania. 


Francis GALTON in 1875 first drew attention to the value 
of identical twins in the study of problems of heredity. 
Twins occur about once in 87 births; identical twins occur 
about once in 200 births. Identical twins have similar 
features; the blood groups are the same; if they are tested 
with phenyl-thiourea papers they are both either tasters 
or non-tasters. The study of identical twins has been of 
special value in investigating schizophrenia and other 
mental diseases. - 


Schizophrenia is an important disease, because a large 
proportion of the illness in mental hospitals is due to this 
disease. Recovery from this malady may occur spon- 
taneously or there may be periods of relative normality 
from time to time. Modern methods of treatment help to 
promote recovery or remissions to a greater extent than 
would occur spontaneously. Nevertheless, many schizo- 
phrenic patients gradually deteriorate in health in spite 
of treatment. Data available suggest that there is an 
hereditary factor in the causation of this disease and that 
there are two genetic types, dominant and recessive. It is 
probable that seven persons in every hundred carry the 
gene responsible for the appearance of schizophrenia. One 
in about every fifty matings is such, therefore, that schiz- 
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phrenic offspring is to be expected as a product of the 
union. 

Kallmann noted that modes of investigation of the 
genetic factor include the study of family histories, the 
contingency method of statistical prediction, and the twin 
study method. The best available procedure is the twin 
study method in conjunction with the ordinary sibling 
study. The genetic theory of schizophrenia, Kallmann adds, 
as it may be formulated on the basis of observations with 
the twin family method, does not confute any psycho- 
logical concepts of a descriptive or analytical nature. The 
genetic theory explains only why the various phenomena 
occur in a particular member of a particular family at 
a particular time. The same observer considered that the 
constitutional inability to resist the progression of a 
schizophrenic psychosis depended on a genetic mechanism, 
which seemed to be non-specific and multifactorial. He 
also thought that the gene was associated with a recessive 
characteristic. 

The present writer’s own cases have led to the conclusion 
that schizophrenia may be inherited as a Mendelian 
dominant condition in some cases and as a recessive 
characteristic in others. In the former instance a parent 
is affected; in the latter instance both parents are normal. 
It is also noted that the child of two schizophrenic parents 
may be mentally defective or may develop schizophrenia. 


In some forms of mental disease diagnostic biochemical 
tests are available; genetic investigations are made more 
readily in such diseases. These diseases include phenyl- 
pyruvia, porphyria and lipoid metabolic conditions. 


Clinical Records. 


A., a female patient, now aged thirty-eight years, suffers 
from schizophrenia and is now in a relatively demented 
condition. She was admitted to the mental hospital in 
1938. She had auditory and visual hallucinations, was 
anergic, had delusions, and lacked initiative. Examination 
of the patient showed that the pupils were equal and they 
reacted to light and convergence; the biceps jerk and the 
knee jerk on both sides were equal and active; the super- 
ficial abdominal reflexes were present; the plantar reflexes 
were flexor in type. The Wassermann test produced a 
negative response. The patient belonged to blood group A, 
Rh-positive. She was a non-taster when tested with phenyl- 
thiourea. 

She was very sulky. Occasionally she had severe 
screaming outbursts. She had insulin therapy; later she 
was given a course of “Cardiazol” treatment. Later still 
she was given a course of insulin. However, there was no 
improvement. In 1944 she was noted as suffering from 
secondary dementia; she has continued to remain in this 
state. 

B., a female patient, now aged thirty-eight years, the 
identical twin of A., is suffering from schizophrenia; she 
is in the demented stage. She was admitted to the mental 
hospital in 1938. She has suffered from auditory and 
visual hallucinations and from delusions. Her physical 
condition has been the same as in her sister. The reflexes 
have also been similar. The response to the Wassermann 
test was negative. She belongs to blood group A, Rh- 
positive. She is a non-taster when tested with phenyl- 
thiourea. The general appearance of the twins is identical. 


This patient received two courses of insulin treatment; 
she also had a course of “Cardiazol” therapy; there was 
mo improvement. In 1941 she was noisy and violent. In 
1943 she was noted as demented. In 1949 she was cata- 
tonic. She is now hopelessly demented. 


Discussion. 


Kallmann and others have recently given data showing 
that the concordance rate of schizophrenia in identical 
twins is high. It has also been suggested that environ- 
mental stress plays a part in precipitating the mental 
attack. 

The present writer has noted the effect of stress. 
Childbirth, the puerperium and the endocrinal changes of 
Puberty doubtless act in this way. In one instance the 


writer noted that an attack of schizophrenia was pre- 





cipitated in a young nurse at a children’s hospital as the 
result of the deaths of babies on three successive nights. 

Koller has noted that a dominant Mendelian factor was 
present in some cases of schizophrenia. 

Mild schizophrenia may appear in the form of a schizoid 
condition, or as a psychopathic condition, or as a psycho- 
neurosis. Schizophrenic types of reaction may also occur 
in the earlier stages of organic or biochemical disease, 
such as porphyria. 

Summary. 

The case histories of identical twins have been given. 
The value of identical twins in establishing a genetic 
origin of the disease is reviewed. It is suggested that, 
although most forms of schizophrenia are of the recessive 
type, dominant types also occur. 
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A Textbook of Physiology. Edited by John F. Fulton, M.D., 
with the collaboration of Donald H. Barron, William D. 
Blake, John R. Brobeck, George R. Cowgill, Paul F. 
Fenton, Thomas R. Forbes, Samuel Gelfan, David I. 
Hitchcock, Hebbel E. Hoff, David P. C. Lloyd, Theodore 
Cc. Ruch and Jane A. Russell; Seventeenth Edition; 
1955. Philadelphia and London: W. B. Saunders 
Company. Melbourne: W. Ramsay (Surgical), Limited. 
10” x 63”, pp. 1318, with 600 illustrations, Price: £6 8s. 3d. 


“FULTON” has for a long time been in the front rank of 
the more advanced text-books of physiology, and this position 
is maintained by the new edition. The text has been exten- 
sively revised, although the length is increased by only 40 
pages. The sections on principles of nervous activity, respira- 
tion, and body fluids and kidney function have been com- 
pletely rewritten. Elsewhere there is a number of new and 
rewritten chapters, inciuding a clear and _ up-to-date 
exposition of the difficult subject of the coagulation of blood 
by Rosemary Biggs. The section on the central nervous 
system, of which Fulton himself contributes a large part, 
retains the outstanding quality which we have learnt to 
expect. <A characteristic and valuable feature of “Fulton” 
is a fuller treatment of the properties of nerve and muscle 
than is found in most comprehensive’ text-books of 
physiology. This feature is maintained, though one may 
cavil at Lloyd, the author of the section on nerve, for his 
emphasis on the rather individual views of Lorente de No 
on excitation and synaptic transmission. 

Some cause for criticism is given by the drastic pruning 
of the index. This has been reduced to 55% of its length in 
the previous edition, and sample checking has shown that its 
usefulness has been definitely impaired. This is e pity in a 
book which is used so much for reference. 


Le Potassium et la Vie. By Alain Reinberg; 1955. Paris: 
Presses Universitaires de France. 7” x 5”, pp. 128, with 
ten text figures. Price: 150 francs. 


THE Presses uwniversitaires de France publish a series of 
small paper-covered books under the title “Que sais-je?”, 
and No. 650 is entitled “Le potassium et la vie’. 

This is an interesting and well-informed survey of the 
role of potassium and “the living world”, to translate the 
first chapter heading. The author, Alain Reinberg, Director 
of Research of College nationale recherches scientifique, has 
set out the chemical and isotopic properties of the various 
forms of potassium, the concentrations found in sea water, 
marine animals and higher forms. 

The biological and physiological functions of potassium in 
the cells of multicellular animals are discussed, and finally 
the disorders of potassium metabolism associated with 
disease, in diabetic coma, suprarenal cortical insufficiency 
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and kidney disorders, and he makes clear the. consequent 
disorders of potassium balance which follow defective 
elimination, or continuous gastric drainage in patients with 
intestinal obstruction. There are several useful diagrams in 
explanation of the text. 


Some pages are printed in a smaller type face, probably 
because they consist of quoted material. 


Current Therapy, 1955: Latest Approved Methods of Treat- 
ment for the Practising Physician. Edited by Howard F. 
Conn, M.D.; 1955. Philadelphia and London: W. B. 
Saunders Company. Melbourne: W. Ramsay (Surgical), 
Limited. 1034” x 8”, pp. 722. Price: £5 4s. 6d. 


LasT YEAR it was pointed out that “Current Therapy” had 
been reviewed every year since it first appeared in 1949. In 
the 1955 edition a large number of contributors concisely 
give their method of treating a particular disease, medical, 
surgical, dermatological and gynecological. As before, the 
authority and common sense of many of the contributors 
make a good impression. As before, it behoves the reader 
to be careful before he accepts some of the measures advo- 
cated. The book begins most unfortunately on page three 
with the treatment of amebiasis. For full details the article 
should be read. The advice given for the treatment of 
ameebic hepatitis seems to be dangerous in the extreme, yet 
could be accepted by the tiro who does not know how 
treacherous the condition can be. The author seems satisfied 
to waste weeks treating it with atebrin and carbarsone with- 
out thinking emetine or chloroquine necessary. A second 
contributor on the same subject gives a much more safe and 
orthodox method. A list of consulting editors is given, and 
we would earnestly advise the addition of a consultant in 
tropical medicine to this panel. 


It would be a general improvement if the editor gave 
some indication where real advances in treatment were to be 
found. His preface varies little from year to year, and it is 
doubtful whether the 1955 edition contains enough to make 
the 1954 buyer want it. We agree with the editor that 
newness should not be taken to mean proved efficacy in a 
drug; but the large size and expense of the volume might 
also make anyone hesitate to buy it every year, even if it 
contains much good material. 


lilustrated Practical Nursing Procedures for Hospital Assis- 
tants. By Josephine Scott, S.R.N., S.C.M., S.R.M.N.; 1955. 
London: William Heinemann (Medical Books), Limited. 
84” x 53”, pp. 128, with 64 illustrations. Price: 15s. 


THE author, who is Matron of the African Medical Training 
School, obviously knows natives and their ways. The manual 
is written in simple English and straightforward style, and 
the 64 illustrations are of high merit. The subject matter is 
complete, covering every phase of nursing that natives might 
be expected to carry out, and even the simplest points are 
fully brought out by the illustrations. Not merely African 
natives, but natives anywhere who can read easy English, 
and even white medical orderlies and probationer nurses, 
could get much of real value from this publication. 


Occupational and Related Dermatoses: Abstracts from the 
Literature, July, 1953, to December, 1953, Inclusive. By 
Donald J. Birmingham and Paul C. Campbell, junior; 
1954. Public Health Bibliography Series No. 12, U.S. 
Department of Health, Education and Welfare. 
Washington: United States Government Printing Office. 
9” x 6”, pp. 190. Price: 65 cents. 


TuIs is a collection of abstracts from recent literature, 
well selected and classified, and constitutes a most useful 
reference book for general practitioners as well as for derma- 
tologists and industrial medical officers. From adhesive tape 
and allergy through cleansers and cosmetics, explosives, 
metals, plants, to wearing apparel and woods, much valuable 
information is readily available in condensed form. 


Lectures on the Scientific Basis of Medicine: Volume III, 
1953-1954. 1955. London: University of London, The 
ae 83” x 54”, pp. 416, with nine illustrations. 

rice: 35s. 


AS was pointed out in these columns on November 14, 
1953, in reviewing Volume I of “Lectures on the Scientific 
Basis of Medicine’, the British Postgraduate Medical 
Foundation of the University of London provides a series 
of lectures by prominent men on various aspects of advances 
in knowledge of the scientific basis of medicine. A selection 
of these lectures is published each year and Volume III, 


1953-1954, is now to hand. Some of the subjects have been 
dealt with in previous volumes by different authorities. As 
stated in the preface: “The present volume reflects, especially, 
the growing knowledge of the physical and chemical struc- 
ture of biological tissues, of how these are built up and 
maintained, of their reactions to injury and their inter- 
dependence as a factor contributing to the health of the 
individual.’ Twenty-one lectures are given, the first being 
an interesting account of science and history. Biological 
synthesis, genetics, tissue repair, anticholinesterases, growth 
hormone, body water control, causes of failure in antibiotic 
therapy, chemotherapy of cancer, experimental psycho- 
pathology are some of the subjects treated. A very welcome 
contributon deals with the scientific approach to dermat- 
ology. The list of authors is impressive, all leading 
authorities on the subjects of their lectures. 


This volume is an extremely useful summary of what is 
known from a scientific point of view of the subjects treated 
and the application to practical medicine. 


Some of the lectures demand a rather advanced know- 
ledge of organic chemistry on the part of the reader, but 
the material otherwise is so good that the reader will be 
stimulated to look further afield for elucidation. This book, 
and indeed the whole series so far published, can be recom- 
mended unreservedly to anyone wishing to know more of 
the scientific basis of medicine. 


Textbook of Medicine for Nurses. By J. W. Joule, M.D., 
M.R.C.P.; Second Edition; 1955. London: H. K. Lewis 
and Company, Limited. 9” x 6”, pp. 538, with 62 illustra- 
tions. Price: £1 7s. 6d. 


In the second edition of his well-written work, apart from 
embodying new advances, and discarding some out-moded 
ideas, Dr. Joule’ has not greatly altered the layout at all. 
However, there was little need for any change, for in its 
original form it covered the subject matter from a nurse’s 
viewpoint adequately, without burdening its readers with 
too much theory or detail; to preserve this balance is the 
secret of writing nursing text-books. 


The diseases of the body are discussed system by system, 
after introductory chapters on diet and insomnia and some 
notes on those topics very close to all nurses, namely, bowel 
action and urine testing. Some seventy pages are devoted to 
infectious diseases, while an important chapter on drugs 
gives the latest ideas on therapy, as well as describing toxic 
reactions and poisoning resulting from their use. The book 
concludes with descriptions of some fifteen special pro- 
cedures, including blood transfusion, aspiration of the chest, 
artificial pneumothorax, marrow biopsy and bronchoscopy. 
Doctors lecturing to nurses and tutor sisters can be advised 
to use this book as a guide to their teaching and they can 
recommend it confidently to their student nurses. 
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Books Received, 





[The mention of a book in this column does not imply thai 
no review will appear in a subsequent issue.) 


“Leonardo the Anatomist: Logan Clendening Lectures on the 
History and Philosophy of Medicine’, by Elmer Belt, M.D.; 
Fourth Series; 1955. Kansas: University of Kansas Press, 
Lawrence. 83”. x 54”, pp. 82, with many illustrations. Price: 


The author is well known for his interest in Leonardo Da 
Vinci and has received decorations for his studies. 


“The Care of Young Babies’, by John Gibbens, M.B. 
(Cambridge), M.R.C.P. (London), with a foreword by Sir 
Robert Hutchison, M.D. (Edin.), F.R.C.P. (London); Fourth 
Edition ; 1955. London: J. and A. Churchill, Limited. 74” x 5”, 
pp. 212, with many illustrations. Price: 6s. 


Intended for mothers and nurses; the first edition was 
published in 1940. 


“The Prevention of Disease in Everyday Practice’, by Isadore 
Givner, B.S., M.D., F.A.C.S., and Maurice Bruger, M.Sc., M.D., 
C.M., F.A.C.P.; 1955. St. Louis: The C. V. Mosby Company. 
Melbourne: W. Ramsay (Surgical), Limited. 10” x 7”, pp. 
966, with 50 illustrations. Price: £11. 


There are 47 contributors who have produced 37 chapters, 
each dealing with a different aspect of medicine. 
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All articles submitted for publication in this journal should 
be typed with double or treble spacing. Carbon copies should 
not be sent. Authors are requested to avoid the use of 
abbreviations and not to underline either words or phrases. 


References to articles and books should be carefully 
checked. In a reference the following information should 
be given: surname of author, initials of author, year, full 
title of article, name of journal, volume, number of first page 
of the article. The abbreviations used for the titles of 
journals are those adopted by the Quarterly Cumulative 
Index Medicus. If a reference is made to an abstract of a 
paper, the name of the original journal, together with that 
of the journal in which the abstract has appeared, should be 
given with full date in each instance. 


Authors who are not accustomed io preparing drawings 
or photographic prints for reproduction are invited to seek 
the advice of the Editor. 





RETROSPECT ANI PROSPECT. 


In this the last issue for 1955 it is appropriate to look 
back at the medical happenings of the last twelve months, 
recalling the more prominent events and asking ourselves 
whether we have made the best use of the opportunities 
they gave us, and then to look forward with a penetrating 
eye into the future, knowing that what it holds for us 
depends largely on ourselves. 


The year 1955 has been of great interest to Australian 
medicine primarily because of the ninth session of the 
Australasian Medical Congress (British Medical Associa- 
tion) held at Sydney last August. Everyone present voted 
the session to be a success and the labours of those respon- 
sible have been appreciated. The medical profession is 
specially grateful to Sir Charles Blackburn for accepting 
che presidency at almost the last moment after the 
‘amented death of Sir Archibald Collins, the President- 
Hlect. It was no small thing to undertake so onerous a 
“ole at a moment’s notice, but those who knew Sir Charles 
Slackburn knew that he would accept any office which the 
‘rofession wished him to fill and that he would more 
‘han justify their confidence. The sympathy and admira- 
‘ion of all who attended Congress in any-capacity were 
‘nbounded for Lady Collins when, as her distinguished 
nusband would no doubt have wished her to do, she con- 
‘inued to act as chairman of the Ladies’ Committee; her 
vispiration and leadership were largely responsible for the 


happy atmosphere which pervaded the social activities of 
the week. Mention must also be made of the work carried 
out by the chairmen of the several committees and of the 
honorary secretary, the assistant honorary secretary and 
the members of their staff. The Trade Exhibition created 
much favourable comment and reflected the greatest credit 
on those who planned it. Over all, of course, the University 
of Sydney has placed the profession in its debt for having 
made available facilities for the holding of the Congress 
and for the willing cooperation of many members of its 
staff. The general organization of the session was superb, 
particularly on the social side. However, in this “post- 
mortem” of Congress the work of the sections should be 
mentioned. This is the only aspect of Congress activities 
about which there appears to be no unanimity. There were 
seventeen sections and each section had its office-bearers, 
the president and secretary feeling bound to provide an 
attractive programme. There were two plenary sessions 
of Congress and many combined meetings of sections were 
arranged; both these features are much to be desired 
and subjects chosen were appreciated. Since sectional 
meetings were added, as indeed they had to be, the question 
arises whether too many papers were included in the 
programmes. The total number of papers presented was 
well over 270. When this matter was discussed at a 
meeting of the Executive Committee the view was 
expressed that too many papers were included in a three- 
hour or two-hour session, with the result that discussion, 
often the most valuable part of a session, had to be cut 
down or eliminated. It was also stated that sessions did 
not always begin on time and that trouble resulted. These 
considerations should be borne in mind when future con- 
gresses are being planned. Each time a congress is arranged 
the Executive Committee has to decide at its early meet- 
ings how many plenary sessions will be held. It will be 
remembered that at Melbourne plenary sessions were held 
during two days, two plenary sessions were held at the 
same time and members had a choice; in Sydney this was 
not done. In the history of these congresses each session 
has been characterized by one or two particular individual 
features, and it is for this reason that no binding arrange- 
ments on the planning of the scientific programme should 
be made. 


Turning from the Congress to the Federal Council we 
recall that during this year Dr. H. C. Colville, of Mel- 
bourne, has succeeded to the presidency. Those who 
remember the clarity of Dr. Colville’s analyses of knotty 
problems in the past meetings of the Council, and those 
who heard his statesman-like speech at the recent Congress 
dinner will agree that the affairs of the Council are in 
capable hands. The Federal Council at its meetings during 
the past year has dealt inter alia with the National Health 
Service and the Pensioner Medical Service as part of it. 
This service was the subject of a leading article in the 
issue of October 29, 1955. In this article a plea was made 
for the maintenance of the service at a high ethical level 
and for publicity in relation to penalties inflicted for 
abuses of its provisions. It is satisfactory to note that in 
a letter to this journal (November 12) the Minister has 
announced that “power has been taken” to notify the 
names of practitioners whose claims under the Act have 
been reduced or disallowed. We hope that this power will 
be exercised. The fact that under these powers names 
would be published in the Commonwealth of Australia 
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Gazette and that excerpts from the Gazette would be pub- 
lished in this journal will, we hope, act as a deterrent 
to would-be abusers of the Pensioner Medical Service. 


The visit to this country of Dr. Louis H. Bauer, the 
Secretary-General of the World Medical Association, was 
of great significance. Dr. Bauer delivered the Henry 
Simpson Newland Oration during.Congress week and the 
Joseph Bancroft Oration at Brisbane a week later. On 
both occasions he spoke of the aims and ideals of the 
World Medical Association. His words carried conviction 
and will without doubt stimulate the interest of medical 
practitioners in this Association which represents prac- 
tising doctors all over the world. It is a thousand pities 
that distance and expense will probably prevent the holding 
of a general assembly of the Association in this country. 
The demonstration of unity and of uniformity of outlook 
of practitioners from over fifty membership nations would 
be a heart-warming experience for Australians. Someone 
has suggested that the Council of the World Medical 
Association may be induced to hold one of its meetings in 
Australia. Since half a loaf is better than no bread, this 
would be welcomed. Planning at this end would need to 
be carefully undertaken so that the greatest possible 
number of practitioners could be brought into personal 
contact with the councillors. 


During the year a decision was made to proceed, with 
the establishment of a medical school in Western Aus- 
tralia. The report of the special committee appointed by 
the Premier of the State was accepted in toto. One of the 
most satisfactory aspects of the venture is the magnificent 
way in which the people of Western Australia have 
responded to an appeal for the £400,000 needed. According 
to the daily Press the whole amount of £400,000 is now 
assured. The members of the medical profession of the 
State who are by no means numerous have, we under- 
stand, given £40,000. The response shows that the people 
appreciate the decision. 


Another important development among the university 
medical schools during the year was the appointment of 
occupants to two new chairs in the University of Mel- 
bourne. Dr. Maurice Ewing was appointed to the chair of 
surgery and Dr. Richard Lovell to the chair of medicine. 


The introduction of the Salk poliomyelitis vaccine 
aroused a great deal of enthusiasm early in the year. It 
will be remembered that Sir Macfarlane Burnet responded 
to an invitation, and in April last wrote a special article 
dealing with the subject (THE MeEpIcAL JOURNAL OF AUS- 
TRALIA, April 30, 1955, page 660). His note was one of 
caution. Subsequent events have shown the wisdom of 
his apprevach, and it must be recorded that the Minister’s 
decision not to hasten with the manufacture of the vaccine 
in Australia has been justified. 


Early in June last what became known as the Stoller 
report was commented on in this journal, a lengthy 
abstract of the document being published. A great deal of 
publicity was given to the report and much talk resulted. 
We need not traverse any of the arguments since they will 
be fresh in the minds of readers. So far not a great deal 
has been done; if action had been at all comparable to 
talk much would have been accomplished. It is to be 
hoped that departmental heads will keep hammering away 
at governmental heads in demanding action. They will at 
all times receive support from this journal. 


This record should remind readers that the first award 
for a Henry Simpson Newland Prize Essay has been made 
to Frank Mitchell Ramsay and William Winslow Woodward. 
The prize was presented at a ceremony in the Great Hall 
of the University of Sydney just before the delivery of 
the Henry Simpson Newland Oration by Dr. Louis H. 
Bauer (see THE MEDICAL JOURNAL OF AUSTRALIA, October 1, 
1955, page 524). On the same evening Sir Henry Newland 
received at the hands of Dr. A. Talbot Rogers, a member 
ef the Council of the Parent Body, the Gold Medal of the 
Association. This award, widely acclaimed throughout the 
Commonwealth, is the highest distinction within the gift 
of the Association, and was made for “outstanding services 
to the Association and to the medical profession”. 


Coming nearer home, to the affairs of the journal, we 
note the important occasion in August, 1955, when Sir 
Henry Newland, Chairman of Directors, laid the founda- 
tion stone of the western extensions to The Printing House, 
extensions which will consolidate the position of this 
journal and enable the Australasian Medical Publishing 
Company, Limited, which controls it, to fulfil its destiny 
in the service of the Branches of the British Medical 
Association and of the world of science in Australia. 


So much for our looking backwards. To make a com- 
plete survey is, of course, impossible. Much new ground 
has been covered in research and clinical investigation, 
but readers must seek for information of that kind in the 
pages of this and other journals published throughout the 
year. We naturally then ask: “What of the future?” Let 
us not make the pie-crust type of resolution that is 
destined, nay intended, to be broken. That is the way of 
foolishness. In our prospect we know that new discoveries 
will be made in the science of medicine and that some of 
what is now only partially known will become fully clear. 
The same kind of thing will happen in the wider world 
of science in general. We speak of progress in these 
matters, but we know that a good deal of so-called progress 
is illusory. As pointed out on a previous occasion, the 
graph of what is known as human progress has throughout 
history shown peaks and troughs of varying magnitude. 
In some respects man is as stupid as he ever was. We 
can all progress as individuals if we apply our newer (as 
well as our older) knowledge with understanding and 
wisdom. Poets and philosophers have told us that the 
past proclaims the future. That is certainly true for many 
of us as far as our treatment of new knowledge is con- 
cerned. Because we learn new facts we are not necessarily 
the wiser. If we wish to make personal progress then 
we must inter alia cultivate wisdom. The same idez 
applies to our corporate life as a profession, to our com 
munity, to our national and to our international states. 
This is one of the most difficult things which we as human 
beings have to learn. 


Current Comment. 


POST-CIBAL SYMPTOMS FOLLOWING 
GASTRECTOMY. 


EARLY 


THE early post-cibal symptoms which commonly follow 
gastrectomy have occasioned much concern and continue tc 
figure prominently in surgical literature. Varied report: 
and conflicting expressions of opinion have produced 
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unhappy confusion. In an attempt to collect reliable data 
on some of the controversial issues, and especially to 
obtain British views on the subject, W. Melville Capper 
and Richard B. Welbourn’ sent a questionnaire to some 50 
physicians and surgeons whom they knew to be particu- 
larly interested in gastric surgery. On the basis of these 
replies, of recent publications and of their own data, they 
have examined the position and have reached certain fairly 
definite conclusions. These conclusions will inevitably be 
unacceptable to some, but they have been reached only 
after much thought and warrant being set out for con- 
sideration. Capper and Welbourn recognize two main types 
of early post-cibal syndrome, each of which may appear 
while the patient is eating or a few minutes afterwards. 
The first is the “dumping syndrome” proper, in which a 
feeling of epigastric fullness, distension or “pressure” is 
accompanied by one or more of the following symptoms: 
drowsiness; fatigue and muscular weakness; palpitations; 
sweating and a sense of warmth. Capper and Welbourn 
do not regard nausea, colic, borborygmi and diarrhea as 
pathognomonic symptoms, nor do they accept fullness alone 
as constituting the syndrome. The second type of 
syndrome is described as “bilious vomiting”; regurgitation 
or frank vomiting of bile, unaccompanied by food, is its 
main feature, and it may occur daily or in episodes at 
longer intervals. Sometimes dumping symptoms are 
experienced at the same time and may be relieved by 
getting rid of the bile; or the dumping symptoms, which 
increase gradually, may be present for twenty-four hours 
and be relieved by the bilious vomiting. 


Capper and Welbourn find general agreement on the 
observation that early post-cibal symptoms lessen spon- 
taneously during the first twelve to eighteen months after 
operation; after this, the incidence remains constant. The 
patient’s age and the site of the ulcer have no effect on the 
incidence of symptoms. Patients with gross pathological 
changes at the time of operation tend to have less severe 
post-cibal symptoms. Women on the whole fare worse than 
men. Symptoms are rare after gastro-enterostomy. After 
gastrectomy there is no clear evidence that their frequency 
or severity bears any relation to the amount of stomach 
resected. An antecolic anastomosis possibly gives better 
results than a retrocolic anastomosis. There is no evidence 
that the presence of a valve affects the incidence of 
symptoms or that the site of attachment of the afferent 
loop is significant. After the Billroth I operation, which 
has recently become more popular in Great Britain, post- 
cibal symptoms are less persistent and less severe; loss 
of weight is less, and colic and diarrhea are less frequent. 
The recurrence rate after the Billroth I operation for 
duodenal ulcer is higher than it is after gastro-jejunal 
anastomosis. 


Turning to the question of treatment, Capper and 
Welbourn state that it is generally agreed that minor post- 
cibal symptoms can be largely controlled by explanation, 
reassurance, posture and dietary care. Careful analysis of 
dietary habits is valuable; milk, sweet things and food in 
liquid form may be causative factors. Meals should be 
taken dry, and drinks should be taken only between meals. 
Lying down for half an hour before a meal greatly reduces 
bilious vomiting, and lying down to eat or for half an hour 
after taking food reduces dumping. The administration by 
mouth of local anesthetic agents, hexamethonium bromide 
and sodium bicarbonate, all before meals, may decrease 
dumping symptoms. Bilateral paravertebral splanchnic 
block with procaine probably gives the greatest relief, 
which may be permanent. Capper and Welbourn’s attitude 
towards surgical measures designed to give relief is that 
they should be considered only when symptoms are severe 
and disabling and have persisted for at least eighteen 
months after operation. It has been found that entero- 
anastomosis, jejunoplasty, and Roux-en-Y anastomoses 
usually relieve bilious vomiting, but subsequent relapse is 
common. As a_ primary. procedure the Roux-en-Y 
anastomosis prevents bilious vomiting. After any of these 
procedures constant watch must be kept for recurrent 
ulceration. An operation providing support for the afferent 


loop and lesser curvature of the stomach may relieve or 
prevent dumping symptoms. A conversion operation to a 
Billroth I anastomosis usually relieves bilious vomiting, 
dumping symptoms and diarrhoea, causes increase in 
weight and reduces fecal fat loss. Jejunal or colonic 
replacement of the stomach produces similar results, but 
jejunal ulceration is common after the former. Summing 
up the position, Capper and Welbourn affirm that in the 
present state of our knowledge, conversion to a Billroth I 
anastomosis is the procedure of choice for the surgical 
treatment of all types of post-gastrectomy symptoms when 
a gastro-jejunal anastomosis is present. However, it should 
not be undertaken until all other non-operativé measures 
have been tried. 





CHOLESTEROL METABOLISM IN MAN. 


CHOLESTEROL is one of the few sterols which is readily 
absorbed from the intestine of man. It is also excreted 
in the bile into the intestine and is produced in fairly 
large quantities in the tissues. What its function is in the 
tissues is by no means certain, but it is broken down in 
the body. It has been believed for some time that the 
main product of metabolism of cholesterol in man is 
coprosterol which appears in the feces in place of 
cholesterol. The chemistry of this conversion has been 
very obscure. In rats it has been demonstrated that the 
main pathway of cholesterol metabolism is to the forma- 
tion of bile acids, mainly taurocholic acid. These, after 
repeated circulation between the bowel and the liver, are 
finally excreted in the feces. Over 80% of the cholesterol 
was found to be metabolized in this manner. 


M. D. Siperstein and A. W. Murray' have determined the 
quantitative significance of the various routes of cholesterol 
excretion and the major end products of its metabolism in 
man. The subject of the investigation was a man who 
three weeks prior to the beginning of the study was sub- 
jected to a cholecystectomy. By the use of an inflatable 
balloon complete drainage of bile to the exterior could be 
obtained when desired. Cholesterol containing C™ was 
injected intravenously and all the bile collected during the 
next fifty hours. At the end of the time the balloon was 
deflated and the bile again allowed to enter the duodenum. 
The feces were saved during the fifty hours of biliary 
drainage and for six days thereafter. Urine was also 
collected. During the course of the fifty-hour collection, 
39% of the administered C' was recovered in the bile. 
During this period only 0-5% was found in the feces and 
0-1% in the urine. No C“O, was detected in the expired 
air. Approximately 90% of the cholesterol-C“ excreted in 
the bile could be recovered as bile acids. Glycocholic acid 
was the chief bile acid end product of cholesterol 
metabolism. There was also some desoxycholic acid. 
About 10% of the C“ in the bile collected consisted of 
unsaponifiable matter, chiefly cholesterol, dihydrocholes- 
terol and _  coprosterol. Nothing is said about the 
coprosterol-C" content of the feces in the period when bile 
was entering the intestine, but it must have been very low. 
There seems to be no doubt that the main end product of 
cholesterol metabolism in man is glycocholic acid and that 
cholesterol is not broken down to carbon dioxide. Other 
investigations have shown that some of the cholesterol is 
converted in sex and adrenal steroid hormones. We still 
do not know what is the main function of cholesterol in 
the body. 





ANTAGONISM BETWEEN PENCILLIN AND 
CHLORTETRACYCLINE. 


THE use of antibiotics in combination is not to be under- 
taken lightly. Although the basis is by no means fully 
understood, synergistic and antagonistic effects are known 
to occur and need to be constantly borne in mind. A some- 





‘Brit. J. Surg., July, 1955. 


1J. Clin. Investigation, September, 1955. 
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what empirical but useful grouping of antibiotics is into 
a predominantly bactericidal group and a predominantly 
bacteriostatic group; penicillin, streptomycin, bacitracin 
and neomycin are included in the former group, chlortetra- 
cycline, chloramphenicol and oxytetracycline in the latter. 
Evidence so far published indicates that synergism par- 
ticularly results from combinations of members of the first 
group. Use of members of the second group together tends 
to produce only an additive effect. The effect of combina- 
tion of members of the two groups is more difficult to 
predict, but antagonistic effects have been produced experi- 
mentally and have also, though not often, been reported as 
occurring clinically. One combination to which particular 
attention has been paid is that of penicillin and chlortetra- 
cycline (better known under the proprietary name of 
“Aureomycin”). However, even here the published clinical 
material is scanty, and therefore a good deal of interest 
attaches to a report by Justus Strém! of therapeutic experi- 
ments in cases of scarlatina carried out at the Hospital 
for Contagious Diseases at Stockholm. In three con- 
current series, each comprising 105 initially uncomplicated 
eases of scarlatina, the patients were treated with 

« icillin, chlortetracycline, and a combination of the two, 
...pectively. During the period of treatment the action on 
the hemolytic streptococci was very good:in all series. As 
judged by the duration of the fever and the course of the 
sedimentation rate, the clinical course was much the same 
in each of the three series; nor did the complications 
differ significantly. It was only after treatment was 
ceased that important differences in effect became apparent. 
They relate to the return of hemolytic streptococci to the 
nose and pharynx. In patients treated with chlortetra- 
eycline or with chlortetracycline in combination with 
penicillin, the streptococci three weeks after the patient’s 
discharge from hospital had returned to a far higher degree 
than was observed after the use of penicillin alone. Thus 
chlortetracycline used in combination with penicillin 
appears to have an antagonistic effect. Used on its own, 
chlortetracycline produces its effect during active treat- 
ment by a mainly bacteriostatic action, arresting’ the 
growth of the streptococci; rapid regrowth in many cases 
follows the cessation of treatment. Penicillin has a mainly 
bactericidal effect, and it primarily attacks bacteria in a 
state of rapid growth; regrowth is thus much less likely 
to occur. Chlortetracycline apparently withholds some of 
the streptococci from the attack of penicillin and impairs 
its effect. Particularly when considered from the bacterio- 
logical and epidemiological points of view, chlortetracycline 
alone and the combination of chlortetracycline and peni- 
cillin are unsuitable for use in the treatment of scarlatina. 
The value of penicillin alone is not questioned. 





AN IMPROVED COAL TAR OINTMENT. 


Op FASHIONED it may be, but coal tar is still very useful 
in the acute, eczematous type of lesion, and its antipruritic 
action is, as patients frequently attest, “magical”. Never- 
theless, occasional patients are sensitive to coal tar oint- 
ments, and recent investigations in the United States of 
America have led to the conclusion that ordinary methods 
of compounding do not produce a very small particle size, 
and that a reduction in the size of the particles would lead 
to less irritation. Accordingly a wetting agent, poly- 
oxyethylene sorbitan monolaurate (“Tween 20”), was 
introduced, with most satisfactory results. Two parts of 
crude coal tar were thoroughly mixed with one part of the 
wetting agent, and the mixture was then incorporated at 
a strength of 15% (equivalent to 1:0% of coal tar) in 
zinc oxide paste. This was found to be as effective, thera- 
peutically, as 5% pastes made without the wetting agent: 
it was smoother, with particles of about 3u as compared 
with 1004; and it-had, naturaily, a much pdler colour and 
less obtrusive odour. Finally, a survey showed that the 
new style paste caused only one-fourth as much sensitiza- 
tion. 


The question arises whether the incorporation of coal tar 
in a hydrophilic base might result in bringing a carcino- 
genic agent into more intimate contact with the skin. But 
surely nobody prescribes coal tar in any form for prolonged 
use these days—and the more intimate contact due to the 
wetting agent is largely offset by the lower concentrations 
used, if the observed decrease in the incidence of irritation 
is any criterion. 





CHEMOPROPHYLAXIS OF INFECTION. 


THE administration of drugs to aid in the prevention 0: 
disease has been tried on many occasions, but, except in 2 
few diseases, with very little success until recently. Th« 
effectiveness of the sulphonamides and the antibiotics in 
destroying microbes which were the causes of many 
diseases has led to their extensive use in preventing 
microbial infection. In some instances this use has beer 
very successful, in others it has failed completely, and in 
still others the available data are not sufficient to enabl 
one to reach any conclusions as to their effectiveness. L. 
Weinstein has summarized the present position! in regard 
to: chemoprophylaxis of infection. Chemoprophylaxis has 
been used primarily for four purposes: (a) to proteci 
healthy individuals against infection by particular micro- 
organisms; (0) to prevent secondary bacterial . infection 
in people ill with diseases for which the antimicrobiai 
agent is not effective; (c) to reduce the risk of infection 
in patients with certain chronic diseases; and (d) to 
prevent infection through surgical or accidental trauma 
Chemoprophylaxis is not entirely safe; in most cases it has 
no untoward effects, but in some it has converted a benign. 
self-limited disease into a serious or even life-threatening 
one, so in. using it one should be reasonably sure that th 
possible good results will not be outweighed by the 
possible bad results. Chemoprophylaxis in health; 
individuals has been used mostly against specific infec- 
tions. It has been most successful against fp-hemolytic 
streptococci, gonococci, meningococci and dysentery bacilli. 
For the first three of these penicillin appears to be the 
drug of choice. For example, a single oral dose of 
250,000 units of penicillin, immediately after exposure, has 
been demonstrated to reduce the incidence of gonorrhea 
almost to nothing. The sulphonamides are the most effec- 
tive agents for preventing infection by dysentery - bacilli, 
and the rapidly absorbable drugs like sulphadiazine anc 
sulphamerazine give the best results. The meningococcus 
is particularly sensitive to sulphadiazine. In acutely ill 
people with infection by various viruses or with conditions 
which are non-infective, chemoprophylaxis is sometimes 
useful for the prevention of secondary infections. Most oi 
the claims for good results here are based on the study 
of small groups with no or inadequate controls. This is 
well seen in the common cold and virus pneumonia, and 
on the evidence at present available it is doubtful if on 
is justified in using antibiotics which can have no gooc 
effect on the primary condition and can readily brin; 
about complicating infections with Proteus or Staphy- 
lococcus aureus, much more dangerous than the primary 
infection. In Weinstein’s experience with a very larg« 
number of cases of measles, more cases of pneumonii 
occur when the patients have had antibiotics than whei 
they have not. Much the same evidence is available for 
other diseases, but millions of doses of antibiotics are 
given in these conditions. 


On the whole, chemoprophylaxis in patients with 
acute diseases for which antimicrobial agents are no‘ 
effective is not very successful. Since in addition ther 


is always the risk of superinfection and other reactions 
some of which may be serious, the use of antibiotics tc 
prevent secondary infections in the conditions just dis 


cussed may not be justifiable, except in unusual circum 
stances. 

Rheumatic fever is the chronic disease in which the us: 

of chemoprophylaxis to prevent reinfection by 6-hemolyti: 





1 Antibiotic Med., January, 1955. 


1Ann, Int. Med., August, 1955. 
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streptococci is thoroughly justified. The two substances 
which have been most used, and with great success, are 
sulphadiazine and penicillin. As this has been discussed 
very recently in the journal, it‘is not necessary to go into 
detail here. Chloramphenicol has been found very effective 
in preventing superimposed bacterial infection in chronic 
bronchitis, emphysema and bronchiectasis. 


Weinstein points out that the use of antibiotics to 
prevent infection in surgical or accidental trauma is very 
widespread, but thinks that there is doubtful justification 
for it. A number of recent studies, he states, have failed 
to show that there are any fewer infections in patients 
given antibiotics and those not so treated. The recent 
increases of wound infections in many hospitals are due 
mainly to invasion by penicillin-resistant Staph. aureus 
which had probably been acquired from medical and other 
attendants. Surgical treatment of infected areas is an 
indication for the use of chemoprophylaxis before and after 
operation. In obstetrical practice it may be justifiable to 
use antibiotics to prevent complications in prolonged and 
difficult labour, but there is not sufficient evidence to 
justify their use after all births. 


In deciding whether chemoprophylaxis is desirable in 
any given case, much thought should be given to the 
possible undesirable effects of the drugs to be used. Where 
there is no evidence that the treatment will be effective, 
they should not be given; but where the use of antibiotics 
is of proved value, the risks are justified. If one cannot 
do good, one should take care not to do harm. 





THE JOSIAH MACY, Jr. FOUNDATION. 


THE Josiah Macy, Jr. Foundation was established in 1930 
with an initial gift of five million dollars from Mrs. Walter 
Graeme Ladd, who named the Foundation in honour of her 
father. The Macy family had prospered greatly since 
Thomas Macy and his wife had moved from England to 
North America in the early part of the seventeenth century, 
but in addition to wealth Mrs. Ladd inherited a family 
tradition of philanthropy. She was convinced that 
organized philanthropy was more effective than scattered 
support of worthy causes, and she not only expressed 
clearly her wishes on the activities of the Foundation at 
its establishment but also followed its work with great 
interest. Including the amount left at her death in 1945, 
her gifts to the Foundation totalled nineteen million 
dollars. The present value of the endowment is “well in 
excess” of twenty-eight million dollars, 


The story of the Foundation and its activities in the 
first quarter century has been told in a recent publication.* 
The best-known of the activities is probably the programme 
of conferences, whose transactions, originally prepared for 
those attending, have become widely known and dis- 
tributed. Organized on a “multidiscipline” basis, these 
cenferences have brought together outstanding people able 
to contribute to the discussion subject from first-hand 
knowledge inv. many fields. Subjects have included adminis- 
trative medicine, the adrenal cortex, biological anti- 
oxidants, blood clotting and allied problems, cold injury, 
connective tissues, cybernetics, factors regulating blood 
pressure, gestation, group processes, liver injury, metabolic 
interrelations, nerve impulse, neuropharmacology, problems 
of aging, problems of consciousness, problems of infancy 


and childhood, renal function, and shock and circulatory 
homeostasis. 


Tt has never been a part of the Foundation’s plan to set 
up its own institutions for research and the like, but sub- 
stantial help has been given to research workers in various 


centres. This has helped investigation into basic aspects 
of medical science, as well as into broader questions relat- 
ng, for example, to medical education, to psychosomatic 
medicine, to community health problems and to various 


1“The Josiah Macy, 
of Activities”; 1955. 
tion. 9” x 6”, pp. 190. 
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social questions. The policy of the Foundation has been 
throughout to develop a full partnership, by support, 
encouragement and suggestion, with the scholars who 
explore the outermost boundaries of knowledge, bringing 
medicine as a science and an art into intimate touch with 
the physical, biological and social sciences. It is to be 
hoped that the Foundation will continue to devote its con- 
siderable financial resources to carrying out its founder’s 
expressed wish—that it would “help to develop more and 
more in medicine, in its research, education, and ministry 
of healing, the spirit which sees the center of all its efforts 
in the patient as an individuality”. 





ANTIENZYME DENTIFRICES. 


THE introduction into dentifrices of substances which 
inhibit the enzyme systems of acid-producing bacteria is 
the latest attempt at preventing dental decay. We 
Simms,' without commenting on the value of the method, 
discusses the possibility that these antienzymes may also 
in some cases neutralize those enzymes which are neces- 
sary to the existence of the normal oral epithelium, thus 
producing a condition of degeneration of the surface 
epithelial cells. He describes a new oral condition 
traceable to the use of antienzyme toothpastes, in which 
the primary symptoms are pain and tingling, or sensitivity, 
in the tongue and mouth; in some patients these clear up 
after a time, but some have continued pain and irritation, 
especially about the filiform papille, along the sulcus 
medianus lingua and the foliate papille. Occasionally the 
whole dorsum of the tongue, and infrequently the floor of 
the mouth, are involved. At later stages the tongue 
becomes raw and beefy red, and the oral mucosa may 
become reddened; in severe cases the mucosa presents the 
appearance of leucoplakia, or the lesion may resemble 
herpetic stomatitis, herpes simplex, or even carcinoma. 
Alternatively, there may be superficial denudation of the 
buccal mucosa; bleeding is rare, but the stripped surface 
remains beefy red. When use of the dentifrice is ceased, 
the condition usually clears up within a short time. This 
rather unexpected and possibly puzzling condition is worth 
recording, as already in Australia at least one dentifrice 
is available with an antienzyme ingredient. 





TREATMENT OF STRICTURES OF THE URETHRA 
AND URETHRAL MEATUS WITH 


HYDROCORTISONE. 


A NEw and apparently effective treatment of a resistant 
condition, stricture of the urethra and urethral meatus, 
has been reported by C. D. Bonner, M. K. Lyons and 
D. Shields? The treatment was the outgrowth of observa- 
tions made by Bonner of the resolving effect of hydro- 
cortisone injected into scar and fibrous tissue such as is 
seen in retracted tendons of spastic hemiplegic and para- 
plegic patients. This is in line with observations reported 
by a number of other workers in both the experimental 
and clinical fields. In the present study 10 patients with 
meatal strictures and eight with urethral strictures 
received injections of hydrocortisone into the stricture 
followed by dilatation. An aqueous suspension of hydro- 
cortisone was injected directly into the stricture at two 
“clock” positions—5 and 7, or 3 and 9. With each treat- 
ment the stricture was dilated to its limit of distensibility 
without rupture. Initially 6-25 milligrammes of hydro- 
cortisone were injected into each of the sites mentioned, 
three times on alternate days. Later the dose was increased 
to 12-5 milligrammes, and the number of injections and 
the intervals between them were varied to suit the 
individual case. Bonner and his colleagues state that the 
results, even by the most conservative standards, were 
excellent in all cases. Only one of the 18 patients required 
a second single dilatation after treatment, the period of 
observation ranging from four to fourteen months. 





1U.8.A.F. Med. J., July, 1955. 
2New England J. Med., July 28, 1955. 
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Abstracts from Medical 
Literature, 


THERAPEUTICS. 


Isonicotinic Acid Hydrazide for 
Skin Tuberculosis. 


G. Harvey anp G. LeEsiie (Brit. J. 
Dermat., June, 1955) have treated six 
patients suffering from lupus vulgaris, 
three suffering from verruca necrogenica 
and three suffering from Bazin’s disease, 
with an ointment consisting of 5% 
isonicotinic acid hydrazide in an emulsi- 
fying base. The six patients with lupus 
vulgaris and the three with verruca 
necrogenica responded to treatment. All 
the patients with Bazin’s disease became 
worse. 


Chlorpromazine. 


H. H. Hopees anp G. D. La TERTE 
(J.A.M.A., May 14, 1955) describe 
jaundice and agranulocytosis with fatality 
following chlorpromazine therapy. This 
drug was introduced in France about 
two years ago as a sedative and anti- 
emetic. The occurrence of jaundice 
was reported. The authors now report 
a fatal case in a sixty-seven-year-old 
white housewife who had been treated 
with 25 milligrammes of chlorpromazine 
twice daily for twenty days. The 
causative relationship seemed probable. 
The authors state that jaundice has been 
a frequent complication of chlorpromazine 
treatment. In three cases it has led to 
the surgical exploration of the biliary 
tract. Granulocytopenia has been 
reported in a few cases, but regarded as 
a mild transient phenomenon. In the 
case reported here the clinical syndrome 
produced resembled pure obstructive 
jaundice. A similar condition has been 
caused by arsphenamine, thiouracil and 
methyl testosterone. 


Reserpine. 


J. A. Barsa anpd N. S. Kine 
(J.A.M.A., May 14, 1955) describe the 
treatment of 200 disturbed psychotics 
with reserpine. Two hundred disturbed 
female psychotics were treated, regardless 
of age or other factors. Insulin coma 
and electroconvulsive therapy was used 
also. Those treated with reserpine 
suffered from a variety of psychotic 
symptoms. At first one milligramme of 
reserpine was given in varying oral doses, 
with 2-5 milligrammes intramuscularly ; 
later three milligrammes were given 
orally with five milligrammes intra- 
muscularly as a routine for ten days. 
Either the oral or intramuscular dose 
could be increased. Drowsiness, fatigue, 
tremor, salivation, abdominal cramps, 
diarrhea, nasal congestion and par- 
sesthesia of the extremities were noted. 
Three patients had epileptiform seizures ; 
this and mental confusion were regarded 
as signs of overdosage of reserpine. 
Parkinsonism developed in 10 cases, but 
disappeared on omission of reserpine. 
In many cases symptoms recurred when 
reserpine was withdrawn. In general, 
improvement was noted with reserpine 
treatment in 77 out of 126 treated 
subjects of dementia precox. A dose of 


25 to 100 milligrammes of chlorpromazine 
given daily by mouth appeared to assist 
strongly the action of reserpine. 


Cortisone Withdrawal. 


P. H. HENNEMAN et alii (J.A.M.A., 
June 4, 1955) have reported a syndrome 
following abrupt cessation of cortisone 
therapy in-19 patients. These patients 
had greatly benefited by prolonged 
cortisone therapy for asthma ; 37 to 100 
milligrammes a day for eleven to thirty- 
eight months had been the doses given. 
Cortisone therapy was abruptly suspended 
because previous experience suggested 
that gradual withdrawal resulted in 
exacerbation of the asthma. The effects 
of rapid withdrawal were _ severe 
generalized headache, anorexia, nausea 
and retching, generalized malaise, tender 
muscles and arthralgia. Fatigue, rest- 
lessness and poor sleep were observed. 
Symptoms increased for several days, 
and then they waned and disappeared 
without treatment. One patient suffered 
from collapse, nausea and nystagmus 
suggesting acute labyrinthitis; another 
complained of weakness, fatigue and 
malaise for two months. Though the 
patients appeared ill, there were no major 
changes in temperature, pulse, respiration 
or blood pressure. A weight loss of 
four to six pounds in three to five days 
was the rule. Laberatory investigations 
revealed nothing unusual. Six patients 
were given intravenous effusions of 500 
millilitres of 0-9% saline for one to three 
days. These patients did not have an 
early return of esthma, as all the other 
patients did after eight days. These 
symptoms noted on stopping treatment 
with cortisone in cases of rheumatoid 
arthritis «re reminiscent of those reported 
after adrenal surgery for Cushing’s 
syndrome: anorexia, nausea and vomit- 
ing, abdominal tenderness and pain, 
peeling of the skin of the face. The 
cause of these symptoms is not clear. 


‘* Bufferin ’’ in Rheumatoid 
Arthritis. 
P. Fremont-Smitu (J.A.M.A., June 4, 
1955) discusses the use of ‘‘ Bufferin ” 


in the management of rheumatoid 
arthritis. He states that salicylates 
(including extracts of willow bark con- 
taining the glycoside salicin) have been 
used since Hippocrates’s day for pain 
and fever. Salicylates and acetyl salicylic 
acid are today the mainstay in treatment 
of rheumatic diseases, despite the advent 
of cortisone and ACTH. Aspirin causes 
gastric and intestinal symptoms, epigastric 
discomfort, heartburn, nausea and some- 
times vomiting. The irritant action of 
aspirin on the gastric mucosa has often 
been observed by the gastroscope. Enteric 
coatings and antacids may cause slow 
absorption. Recently aspirin buffered 
with aluminium glycinate and magnesium 
carbonate (‘‘ Bufferin’’) has been used 
with benefit in every way. In this study 
tablets of aspirin and “ Bufferin ’’, each 
containing five grains of acetyl salicylic 
acid, were given to all patients with pain 
similar to rheumatoid arthritis. It was 
found that symptoms were relieved in 
200 patients who complained of headache, 
epigastric distress and vomiting by 
giving “ Bufferin”’ instead of aspirin. 
Twenty-five arthritics were given two 
tablets of ‘‘ Bufferin”’’ four times daily 


for four to eighteen months. One patient 
had epigastric pain and vomiting, but 
24 patients tolerated “‘ Bufferin ”’ without 
untoward symptoms. All the 25 patients 
had suffered symptoms with aspirin. 
The authors suggest the use of “‘ Bufferin ” 
in the treatment of pains of any kind 
where prolonged action is necessary. 


**Sulfoglycin. ’’ 


W. ANDERS AND W. STEPHAN (Int. 
Rec. Med., June, 1955) have tested 
“‘ Sulfoglycin ’’, which is a sulphonamide 
in which sulphanilic acid is linked with a 
glycine derivative of sulphanilglycine- 
diethylamide ; it consists of white crystals 
easily soluble in water, or in acid N 
alkaline media. Solutions in water have a 
pH of 6:8; it rapidly reaches a high concen- 
tration inthe blood. It can be administered 
orally or intravenously. The authors treat- 
ed five patients with lobar pneumonia, 
11 with bronchopneumonia, seven with 
cystopyelitis, three with lacunar tonsil 
litis, and two with erysipelas, in daily 
dosages of between 0-01 and 0-15 gramme 
per kilogram of body weight. In one 
instance penicillin was given also, and 
in one, oxytetracycline. The drug was 
effective, and there were no_ toxic 
manifestations. 


Prednisone and Prednisolone in 
: Rheumatoid Arthritis. 


F. D. Hart, C. J. M. Cuarx anv J. R. 
Gotpine (Lancet, November 12, 1955) 
report on transferring the treatment of 
ten patients with rheumatoid arthritis 
from cortisone to prednisone or predni- 
solone and back again, and of four from 
prednisolone to cortisone. The doses oi 
prednisone or prednisolone were one- 
quarter or one-fifth of those of cortisone. 
From this short-term study it is concluded 
that prednisone and prednisolone are 
more effective in these smaller doses than 
is cortisone in full doses in relieving the 
symptoms and reducing the signs of 
rheumatoid arthritis. In eight cases 
deterioration reappeared when the 
patients were transferred back to cortisone 
treatment, and no toxic reactions appeared 
during or after short courses of prednisone 
or prednisolone. 


Clinical and Metabolic Effects of 
Prednisone. 


J. D. N. NaBarro, J. S. STEWART ANT’ 
G. WALKER (Lancet, November 12, 1955: 
report on the substitution of prednison: 
for cortisone in the treatment of certair 
conditions. Five patients suffering fron 
leuchemia had experienced improvement 
from treatment with cortisone; wher 
prednisone was substituted for cortison: 
the improvement was maintained, 01 
30 or 40 milligrammes daily compared 
with 100 or 150 milligrammes of cortisone ; 
one patient had developed skin deposits 
during treatment with cortisone, and 
these cleared after the substitution of 
prednisone. A similar change-over in one 
patient with lymphatic lymphona anc 
one with MHenoch-Schénlein syndrom: 
also gave satisfactory results. As regard 
side effects, four patients had had cedeme. 
and in two of these it had persisted ir 
spite of a diet of low sodium content : 
the transfer to prednisone produced 
clearance of these symptoms. However, 
there was no improvement in one case 
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of dyspepsia and osteoporosis, one of 
steroid diabetes, one of cortisone euphoria 
and one of moon face, and two patients 
developed diabetes while on prednisone. 
One patient with Hodgkin’s disease was 
treated ab initio with prednisone, with 
definite improvement. Two patients who 
had had bilateral adrenalectomy because 
of metastatic carcinoma of the breast 
and Cushing’s syndrome, respectively, 
were given prednisone ; increased nitrogen 
excretion followed, but there was little 
effect on the patients’ blood sugar levels. 


Failure to Take Medicine. 


D. N. Moutsr et alii (New England J. 
Med., June 30, 1955) found that of 245 
patients treated in their homes with a 
seven-day course of penicillin, to be 
taken by mouth, 84 admitted not taking 
the drug as prescribed; 47 admitted 
taking it for less than five days. Relatively 
more children than adults took the drug 
as prescribed. Emphasizing the need to 
take the drug exactly as prescribed had 
only a slight effect. The authors comment 
on the serious problem presented by 
non-cooperation of patients in medication 
in the ambulatory treatment of strepto- 
coccus infection and in the prophylaxis 
of rheumatic fever. 


Allergic Reactions to Antibiotics. 


8S. Srecat (New York State J. Med., 
August 15, 1955) states that penicillin 
allergy has become a major problem. 
Reactions against the other antibiotics 
are relatively uncommon, but penicillin 


is producing an increasing number. 
Children react less frequently and less 
violert'y than adults. Reactions are 
classified as follows: I, commonest, 
delayed, resembling serum sickness ; 
IIa, infrequent, appearing in twelve to 
forty-eight hours, like severe serum 
sickness, with angio-cedema; IIs, rare, 
immediate, resembling anaphylactic 
shock ; III, uncommon, hyperergic, with 
purpura, bullew, exfoliative dermatitis ; 
IV, frequent, erythematovesicular, or 
‘id ”-like, occurring within a week; 
V, contact dermatitis, frequent. The 
delayed reaction (Type I) usually occurs 
on the first exposure to penicillin, and 
represents a direct reaction to the antigen, 
whereas the promptly appearing types 
IIa and IIs occur only in patients who 
have had penicillin previously—they 
represent a reaction based on a previous 
sensitization. Type III is merely a more 
severe form of Type I. In Type IV the 
reaction is eczematous in type, affecting 
particularly the hands, feet and groins, 
and closely resembles the reaction in 
dermatomycosis ; it is suggested that it 
represents a reaction following pre- 
sensitization by dermatophytosis. Contact 
dermatitis is of the usual type occurring 
in those who handle penicillin and patients 
treated topically. Sensitization, with 
persistent urticaria, may last as long as 
fifteen months. Skin tests are in general 
unsatisfactory, especially in the anaphy- 
lactic type—here a scratch test may be 
done, but the intracutaneous test can be 
dangerous. An immediate positive result 
from the scratch test or the intracutaneous 
test indicates sensitivity. Of adults who 
have not previously been exposed to 
penicillin, 5% show a delayed positive 
reaction ; of those who have had previous 
allergic reactions to penicillin 65% show 


it. Desensitization may be carried out, 
starting with 10 units and increasing 
through 20, 50, 100, 200, 500, and then 
more rapidly. Needless exposure to 
penicillin must be avoided, and nowadays 
careful history-taking with special regard 
to previous treatment is desirable. Treat- 
ment is on general lines ; for anaphylactic 
shock adrenaline, antihistaminics given 
intravenously, oxygen and noradrenaline 
are useful. 


NEUROLOGY AND PSYCHIATRY. 


Psychotherapy of Schizophrenia. 


FRIEDA FRoMM-REICHMANN (Am. J. 
Psychiat., December, 1954) bases her 
approach to the psychotherapy of schizo- 
phrenia upon the experience of twenty 
years, mainly with schizophrenic patients. 
She states that the majority emerged 
sooner or later from the acute phase of 
their illness. They continued treatment 
for years. During both acute and con- 
valescent phases of the illness the patient 
was seen for four to six regular weekly 
interviews lasting one hour or longer. 
Relapses occtrred. Mental symptoms 
are considered to be an expression of 
the anxiety and the central conflict 
which is at the root of this anxiety. 
Exploration of this anxiety is most 
important in psychotherapy of schizo- 
phrenia. Some known fears are of being 
neglected, rejected or abandoned and the 
inability to ask for the acceptance and 
attention that the patients want. Another 
recognized conflict is the unconscious 
struggle between the intense dependent 
needs and the recoil from them. Resent- 
ment, anger, hostility and violence are 
specific hardships for the self-preoccupied 
schizophrenic. The multiple meaning of 
many schizophrenic symptoms and com- 
munications is emphasized. 


Effects of Diphenylhydantoin on 
Adrenal Cortical Function. 


P. J. Costa, G. H. GLaser anv D. D. 
BonnyCASTLE (Arch. Neurol. & Psychiat., 
July, 1955) have investigated the effects 
of diphenylhydantoin (‘‘ Dilantin ’’) on 
adrenal cortical function. They state that 
it has been shown that endogenously or 
exogenously increased adrenocortical 
hormone levels may predispose to greater 
convulsive susceptibility or lowered 
electroshock threshold in experimental 
animals. Staple found that diphenyl- 
hydantoin produced degenerative lesions 
in the adrenal cortex of rats and suggested 
that this drug might exert its anti- 
convulsant effect by decreasing adrenal 
cortex activity. On the basis of these 
observations, the authors felt that a 
control investigation of the effect of 
diphenylhydantoin on the adrenocortical 
activity of non-epileptic human subjects 
would be of some interest and necessary 
prior to any investigation in epileptics. 
They used 12 patients from a rehabilita- 
tion ward. Diphenylhydantoin was 
administered orally for varying periods 
of time, and then adrenocortical activity 
was estimated by measurement of urinary 
excretion of 17-ketosteroids and corticoids. 
During acute administration of the drug 
the excretion of 17-ketosteroids remained 
essentially unchanged, but the corticoid 
excretion increased; during prolonged 


administration the excretion of both 
decreased significantly. These findings 
suggest that diphenylhydantoin may 
have an initial stimulatory and a later 
depressant action on the adrenal cortex. 


The Pathology of Senility. 
D. Wrrson (Am. J. Pesychiat., June, 


1955) discusses various reactions to 
physiological and psychological factors 
and socio-economic problems of an aging 
population. He states that it is an 
observation that a person does not become 
senile in all traits. It is suggested that 
those characteristics that deteriorate 
have been considered with great care 
while the qualities that survive have been 
ignored. Factors that narrow the 
individual’s life also influence the 
occurrence of senility ; while new interests, 
increased human relations and group 
activities seem to prevent the changing 
of normal senescence into senile psychosis. 
Persons over seventy years of age have 
the same loves and hates as younger 
people. They tend to become more 
understanding and less rigid ; the super- 
ficialities, dogma and cant become less 
important. Aged patients suffering from 
the depressive, the toxic and the schizo- 
phrenic reactions can be treated with , 
success just as in the younger group. 


Studies in the Process of Aging. 


E. Busst anp R. Barnes et alit 
(Am. J. Psychiat., June, 1955) have 
studied 332 subjects of sixty years of age 
and older in a multidisciplinary approach 
related to physiology and psychology. 
They state that those subjects who 
continued to occupy their time by 
working had an excellent method of 
warding off depressive episodes; those 
subjects who engaged in adequately 
planned creative activities fared equally 
well. Those same subjects were very 
apt to participate in social, political or 
professional groups, but again it was 
evident that this was no new pattern of 
behaviour and thet these individuals had 
participated in groups for many years. 
Although such defences seem to be the 
most adequate, they do not guarantee 
that the subject will not suffer depressive 
episodes, for there were isolated subjects 
who reportedly used defences as good as 
those previously mentioned, yet were the 
victims of periods of depression. 
Verbalized excessive hypochondriasis was 
invariably linked with depressive episodes, 
and feelings of neglect and persecution 
were found in close to 60% of cases. 
Nearly all of the persons with verbalized 
hypochondriasis had a poor relationship 
with their children, and 80% of this 
excessively hypochondriacal group were 
parents who had been rated as poor 
mothers and fathers. Many elderly 
persons have little capacity to express 
warm and spontaneous feelings toward 
others. The cause of this is undoubtedly 
complex, but it appears that elderly 
persons are, in a sense, “ misers”’ of 
their affections. They are fearful that 
if they invest an object with positive 
feelings it is unlikely that such feelings 
would be returned, and for this reason 
they feel that their efforts would be 
fruitless. The authors believe that 
adequacy of adjustment in the elderly is 
largely determined by strengths and 
weaknesses developed earlier in life. 
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British Wedical Association Mews, 


SCIENTIFIC, 


A MEETING of the New South Wales Branch of the British 
Medical Association was held at the Royal North Shore 
Hospital of Sydney, Crow’s Nest, New South Wales, on 
April 21, 1955. The meeting took the form of a series of 
clinical demonstrations by members of the medical and 
surgical staffs of the hospital. Part of this report appeared 
in the issue of December 24, 1955. 


Arthritis. 


Dr. R. G. RoBinson showed a series of patients suffering 
from arthritis. 


Psoriatic Arthritis. 


A married woman, aged fifty-two years, had suffered from 
polyarthritis for twenty years. The onset had been sudden 
some time after the onset of psoriasis. She had suffered 
recurrent diarrhoea since the age of six years. The joints 
involved were the spine, thorax, shoulders, wrists, hands, 
knees, feet and temporo-mandibular joints. The psoriasis 
involved the skin of the right leg, the skin about the ears 
and the nails of hands and feet. Radiological examination 
showed typical “yencil-in-cup” deformitv due to partial or 
complete destruction of the heads of bones and reactive 
osteoarthritis of the opposing surfaces, as well as the typical 
unilateral osteophytosis of the vertebral column. The blood 
count, erythrocyte sedimentation rate, serum protein content 
and electrophoretic patterns were characteristic of any 
rheumatoid arthritis. 


Dr. Robinson said that although psoriasis and rheumatoid 
arthritis were common diseases and occurred concurrently, 
the incidence of psoriasis in rheumatoid arthritis had been 
found to be 2°7%, but it occurred in only 0°7% of non- 
arthritics. He believed that the case under consideration 
represented true psoriatic arthritis and not an occurrence of 
the two diseases concurrently. The typical destructive radio- 
logical findings were frequently not found when the psoriasis 
of the skin was paramount. It appeared that the brunt of 
the effects of the sensitivity reaction might be taken either 
on the skin or in the joints. 


Rheumatoid Arthritis. 


A single woman, aged seventy-one years, had suffered from 
iritis of the right eye fourteen months before admission to 
hospital. It was treated by an eye specialist. The attack 
lasted five weeks. Five weeks before being examined for the 
present illness, after a strenuous day in the garden, she had 
noted stiffness in the feet, and later swelling. The next day 
there was generalized joint and muscle pain with stiffness, 
which persisted, increasing in intensity to the date of inter- 
view. Typical rheumatoid findings were recorded on physical, 
radiological and pathological examination. 


The urine yielded a growth of Escherichia coli sensitive to 
streptomycin. The first dose caused an increase in joint 
pains, so a modified routine was used. With each 0-5 gramme 
dose of streptomycin given twice weekly there was an 
exacerbation of joint symptoms but no noticeable effect on 
the eye, which for safety was protected with cortisone 
administered locally. The exacerbations gradually decreased 
until at the fourth weekly check they were absent, and 
treatment was suspended. The urine was found to be sterile. 
The joint condition gradually improved, until three months 
later she stated that she had “forgotten she had ever had 
a pain”. The eye remained quiescent. Six months later it 
was reported to be improving. 

Dr. Robinson said that the case represented a variant of 
Reiter’s syndrome. 


A married woman, aged thirty-six years, had suffered from 
rheumatoid arthritis since the age of five years. When inter- 
viewed earlier in the present year she was found to have 
rheumatoid arthritis stage 4, class 4. Dr. Robinson said that 
the interest in her case lay in the fact that she had had 
urinary disease and vaginal discharge as long as she could 
remember. Further, her family history was significant. 
Her maternal grandmother and three great aunts on the 
same side of the family, as well as the patient’s mother and 
five members of the mother’s generation, had suffered from 
chronic urinary tract infection, vaginal discharge and rheu- 
matoid arthritis. The two great aunts were said to have 
died of rheumatoid disability. One sister had a vaginal 
discharge and mild migratory pains and joint stiffness. 
Investigation of the patient’s urine showed the presence of 
occasional pus cells, epithelial casts, an excess of mucus 


and débris, but it was sterile. Culture of the vaginal dis- 
charge yielded Proteus vulgaris sensitive to chloramphenicol. 
Treatment with chloramphenicol, although it cleared the 
Proteus vulgaris, had not greatly affected the urinary symp- 
toms or the vaginal discharge, which, although still sterile, 
had been associated with balanitis in the husband. It was 
presumed that the urogenital infection might be due to a 
pleuropneumonia-like organism, which could be the cause of 
the arthritis and the chronic conjunctivitis from which the 
patient suffered, and a low dosage course of tetracycline was 
instituted. The patient reported subjective improvement in 
relation to the vaginal discharge, urinary symptoms, joint 
disability and general well-being. 


Dr. Robinson said that the familial’ incidence and con- 
currence of urogenital infection and rheumatoid arthritis 
were of considerable interest in attempting to elucidate the 
setiological factors. There might be far more than coincidence 
_in the series, details of which would be published later. The 
case again illustrated a variant of Reiter’s disease. 


A man had suffered from sinusitis and bronchitis in 1947 
Resolution was imperfect, and some six weeks later asthma 
commenced. The condition gradually worsened, being com- 
plicated by chronc sinusitis, until in 1954 the patient was 
off work all but two days for five months. When he was 
examined, a course of tetracycline was commenced. With 
the initial 500 milligrammes of tetracycline he suffered the 
worst attack of sinus headache and asthma he had ever had. 
It was necessary to administer ACTH to relieve him. On 
withdrawal of the latter, an acute episode of polyarthritis 
ensued with joint tenderness, swelling and stiffness. It was 
considered that this was a triple manifestation of bacterial 
sensitivity. No likely pathogens were isolated from the 
sinusedischarge, sputum or joint fluid. Although no pleuro- 
pneumonia-like organisms were grown, it was presumed that 
those were the cause of the sensitization. Small doses of 
tetracycline were administered. To date there had been 
recurrence of sinusitis, asthma and joint pain only under 
stress, and in each case those had responded to increased 
dosage of tetracycline alone. 


Arthritis following Neisserian Infections. 


A man, aged fifty-seven years, had suffered from gonor- 
rhea during the first World War, been treated with the 
standard local medication and given a clearance. Sub- 
sequently he was troubled with mild annoying joint pains, 
with intermittent disabling attacks, until an illness in 1947, 
which resulted in his first attendance for treatment. He was 
referred for opinion after an illness of seven months, during 
which he was treated with sulphonamides, penicillin, vac- 
cines and protein shock for a recurrence of severe joint and 
soft tissue disease following an episode of non-specific 
prostatitis. The findings from blood studies were not 
remarkable; but a serum uric acid level of 13 milligrammes 
per 100 millilitres was found, and a diagnosis of gout was 
made. Since there was no response to colchicum, salicylates 
or cortisone and little to phenylbutazone, a further review 
was made. Study of the history suggested the possibility of 
polyarthritis of the rheumatoid type following the original 
Neisserian infection. The consequent non-specific prostatitis 
for which he was known to have had episodic treatment 
might have maintained the condition. Radiological features 
were periostitis of the os calcis, spur formation and dorsal 
tarsal arthritis. Treatment of the prostatic disease and local 
injections of hydrocortisone had greatly lessened the fre- 
quency and severity of the episodes. It was considered that 
the case was now correctly diagnosed, and that the radio- 

. logical features illustrated the third stage of this type of 
arthritis. 


Poncet’s Rheumatism. 


The last patient shown by Dr. Robinson, a man, aged 
forty years, had been discovered to have pulmonary tuber- 
culosis in July, 1952. He underwent medical and surgical 
treatment, including a lobectomy, with a good result. While 
convalescent in early 1955 he suffered an influenzal type of 
disease, which left him with aching in the arms and legs. 
In March, 1955, investigation showed a normal blood count, 
erythrocyte sedimentation rate, serum protein content and 
electrophoretic pattern. No active lung lesion was seen in 
X-ray studies. There was a strongly positive tuberculin 
test result. The results of the last sputum tests and gastric 
lavage examinations were negative for tubercle bacilli. 
Hypodermic injection of 0-1 cubic centimetre of 1 in 100,000 
solution of tuberculin produced an exacerbation of pains in 
the limbs and slight joint tenderness without effusion. It 
was considered that the case represented the benign type oi 
tuberculous rheumatism or Poncet’s disease. More definite 
rheumatoid signs might develop, permitting examination of 
exudates. Encouraging reports had been published relative 
to treatment of this disease by desensitization to tuberculin 
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Carcinoma of Sigmoid Colon Supervening on 
Diverticulitis. 


The next patient was shown by the section of surgery. 
A married woman, aged sixty-two years, had suffered from 
diarrheea for twelve months, the passage of blood and mucus 
per rectum for eight weeks, loss of weight (two and a half 
stone in the past six months) and colicky abdominal pain 
for twelve months (always preceding a bowel action and 
localized mainly to the suprapubic area and left iliac fossa). 
The patient had previcusly undergone nephrectomy for renal 
calculi and cholecystectomy. On examination the patient 
was found to have a fat, flabby abdomen with tenderness in 
the left iliac fossa. X-ray examination with a barium enema 
showed that there was a narrowing of the bowel for two 
inches in the distal part of the sigmoid colon. The appear- 
ances were stror-'y suggestive of carcinoma, but it was 
noted that there \ ‘re several diverticula in the distal portion 
of the bowel, and it was just possible that the obstruction 
was due to diverticulitis. Sigmoidoscopy was performed 
under anesthesia, and at 25 centimetres the bowel was seen 
to be narrowed and several polypoid masses were seen. 
Biopsy was performed, but the pathologist reported that 
although the appearances were suggestive of carcinoma they 
were not typical of that condition. Further sigmoidoscopy 
was carried out, and further biopsies were taken from an 
area about one or two centimetres higher up. These sections, 
histologically, were very suggestive of carcinoma. 


Resection of the sigmoid colon and the lower part of the 
descending colon was carried out, when, at laparotomy, a 
large mobile mass was found without any clinical evidence 
of secondary spread to the draining lymph nodes or liver. 
Bowel continuity was restored by immediate end-to-end 
anastomosis. No colostomy or caecostomy was performed. 
A rubber drain was let down to the anastomosis through 
the lower end of the abdominal incision and the abdomen 
closed. On about the tenth day fecal fistula occurred at 
the site of the drain. This fistula caused little inconvenience 
but was slow in closing; and because of the patient’s dis- 
inclination for surgical attack on the fistula she was dis- 
charged from hospital with only very slight drainage from 
that fistula. When last seen at the out-patient department 
the fistula was slowly getting smaller, the discharge was 
lessening, and it was causing little or no inconvenience. 


It was pointed out that the patient was presented because 
of the occurrence of a double pathological condition, to illus- 
trate the fact that it was not always easy to differentiate 
radiologically the difference between carcinoma and diver- 
ticulitis, and to demonstrate the area of bowel that could be 
directly visualized by sigmoidoscopy. 


Carcinoma of the Jejunum. 


Dr. K. J. FAGAN showed a patient who had had carcinoma 
in the proximal part of the jejunum. The patient was a 
grazier, aged thirty-one years. Five days before his 
admission to hospital he noticed fatigue, dyspncea on exertion 
and black stools. A barium meal examination made two days 
after the onset showed an active duodenal ulcer. On 
admission to hospital he was symptom-free. There were 
no abnormal! clinical signs except for pallor. His hzemo- 
globin value was 10 grammes per centum. A barium meal 
examination carried out one week after his admission to 
hospital showed no abnormality in the stomach or duodenum, 
but some doubtful irregularity in the mucosal pattern of 
the upper part of the jejunum. Two weeks after admission 
to hospital he vomited a few ounces of dark blood and had 
an attack of gross melena. A further barium meal exam- 
ination two weeks later showed narrowing of the proximal 
three inches of the jejunum with gross distortion of the 
mucosal pattern. Dr. Paul Cahill considered that the lesion 
was either neoplastic or due to regional enteritis. 


At, operation a large mass was found involving the 
proximal part of the jejunum and the splenic flexure of the 
colon. The mass surrounded the middle colic artery. Three 
feet of jejunum were resected, including the duodeno-jejunal 
flexure, together with four feet of colon. The mass was 
dissected from the superior mesenteric vessels with difficulty. 
The continuity of the alimentary canal was restored by 
end-to-end anastomosis of jejunum to duodenum and colon 
to colon. Microscopic examination showed that the lesion 
was a mucoid adenocarcinoma of the jejunum. The patient’s 
recovery was uneventful. He was now well, six weeks after 
operation. 


Dr. Fagan said that, although there were no_ hepatic 
metastases demonstrable at operation, local recurrence at an 
early date was likely. 


Ano-Rectal Carcinoma. 


Dr. Fagan’s second patient was a woman, aged forty years, 
who had reported to her family doctor in November, 1954, 


s 


for an “overhaul” because she was feeling unduly tired. In 
the course of her history she stated that she had had a 


troublesome “pile’ for several weeks. There were no other 
symptoms, and no alteration of bowel habit or bleeding. 
Examination of the patient showed that the “pile” of which 
she complained was a papillary carcinoma of the anal 
margin. Biopsy showed it to be a columnar-cell adeno- 
carcinoma. Sigmoidoscopy showed that there was a very 
advanced ulcerating carcinoma in the rectal ampulla. 


The patient was treated by abdomino-perineal resection. 
The glands at the origin of the inferior mesenteric artery 
were not involved, and there were no demonstrable hepatic 
metastases. However, the growth had penetrated all coats 
of the rectum. The inguinal nodes were not enlarged and 
were treated expectantly. The patient had greatly improved 
since operation, but her prognosis was not good. 


Dr. Fagan said that seeding of rectal carcinoma at the 
anal margin was unusual. The complete absence of bowel 
symptoms referable to the primary growth was a reminder 
of how very advanced such growths often were when the 
patients first reported for treatment. 


Diagnosis of Gastric Carcinoma. 


Dr. T. F. Rosp presenied five patients to illustrate diffi- 
culties in the diagnosis cf carcinoma of the stomach. For 
many years the first pacient, a man, aged sixty years, had 
had epigastric pain efter meals. There was no loss of 
weight or appetite until six months prior to his last exam- 
ination, when an X-ray examination of his stomach showed 
a slight filling defect in the pyloric region of the stomach. 
Physical examination of the abdomen revealed no abnormal 
findings. The patient went on a trip for six months, and 
when he returned a barium meal examination revealed a 
more extensive filling defect in the pyloric region. A mass 
was now found in the epigastrium. The patient, however, 
felt so well that he refused laparotomy. 


The second patient, a woman, aged seventy-five years, had 
had epigastric pains after meals for forty years. In the 
twelve months prior ‘to operation, for the first time she had 
had vomiting of increasing severity, so that she was able 
only to keep water down. Examination showed that she was 
dehydrated but had a normal abdomen. X-ray examination 
of the stomach showed it to be grossly dilated with a 
large twenty-four hour residue. This was due to pyloric 
stenosis. There was no filling defect. Operation revealed 
that the stenosis was due to a carcinoma of the pylorus, 
which itself was operable; but there was a large secondary 
mass in the free border of the lesser omentum involving the 
common bile duct. There were also some secondary deposits 
in the liver. A palliative gastro-enterostomy was performed. 


The third patient, a man of sixty-five years, had a very 
long history of epigastric pain and “indigestion”. In fact, 
twenty years previously he had had marked hypochlorhydria, 
for which he was receiving hydrochloric acid with relief of 
his symptoms. However, in the six months prior to operation 
he experienced for the first time nausea and loss of appetite, 
with diarrhcea and loss of weight. Examination disclosed a 
large mass in the epigastrium; but the X-ray films disclosed 
only a small filling defect in the distal third of the lesser 
curvature of the stomach. Operation revealed an extensive 
scirrhus-like carcinoma of the body of the stomach, especi- 
ally along the lesser curvature. Microscopic examination 
later showed that the growth was an anaplastic carcinoma 
of the infiltrating type with glandular involvement. A high 
partial gastrectomy was able to be performed. 


The fourth patient, a man, sixty-five years of age, com- 
plained of a feeling of nausea for eighteen months with loss 
of appetite. He had then been suffering from vomiting for 
the five months prior to operation, with the loss of two 
stone in weight. In the past month only had epigastric 
pain occurred without any relation to meals. He was very 
wasted, but with a normal abdomen on clinical examination. 
X-ray examination showed generalized involvement and 
deformity of the pyloric and antral regions of the stomach. 
This region was rigid. Operation revealed only a small ulcer 
on the distal part of the lesser curve, which appeared simple 
to the naked eye. However, histological examination showed 
that there was a small adenocarcinoma in the middle of the 
ulcer, which had not yet invaded the muscularis mucosa. A 
high partial gastrectomy was able to be carried out. 


The fifth patient, a woman of seventy years, had had 
epigastric pain for the past ten years with no relation to 
meals. A barium meal examination three months prior to 
examination revealed a normal stomach and duodenum. 
However, she then suffered massive hematemesis and 
melena requiring ten litres of blood to bring her into a fit 
condition for laparotomy. When that was performed it was 
seen that she had an inoperable carcinoma of the posterior 
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wall of the first part of the duodenum invading the head 
of the pancreas. There were also numerous secondary 
deposits in the liver. The duodenum was opened and the 
bleeding was seen to be coming from the gastro-duodenal 
artery, which was in the centre of the growth. All that 
could be done was to underrun the artery through the 
growth. Strangely enough this sufficed, and the patient had 
no further hemorrhage at least for one month. 


Dr. Rose said that the patients illustrated the fact that 
whilst in some people carcinoma of the stomach might have 
a short history, there were others who had a very long 
history of indigestion, sometimes for many years. There 
was at times, too, no correlation between the radiological 
findings and the findings at operation, so that one should 
never base one’s decision to operate or not on the radio- 
logical findings alone. 


Adamantinoma of Mandible. 


A woman, aged sixty-eight years, had noticed a swelling 
in the floor of the mouth for four months. It was painless 
but was gradually increasing in size in spite of having 
been aspirated soon atter it was noticed. Examination 
showed a diffuse, smooth, firm swelling of the right ramus 
of the mandible involving the symphysis. The patient was 
edentulous and could not wear her lower plate because of 
the swelling. X-ray examination showed a translucent, 
rounded tumour expanding the mandible in the region of the 
Symphysis and thinning the cortex. This portion of the 
jaw, including the swelling, was excised chrough the mouth, 
a thin bridge of bone on the inferior aspect being left behind 
to ensure continuity of the mandible. The swelling was a 
large cyst containing mucus-like fluid. The walls were 
thick and smooth, and microscopic examination of them 
showed the structure of an adamantinoma. When seen 
two months after operation the patient was well, with the 
wound well healed. 


Traumatic Subperiosteal Ossification of Long Bone 
(Myositis Ossificans). 


‘Two patients illustrated the condition of traumatic sub- 
periosteal ossification of long bone (myositis ossificans). In 
the first, the femur was affected; in the second, the humerus. 
The first patient was a twenty-one year old male who, three 
months previously, had been kicked on the right thigh 
violently at football. The thigh was very painful and bruised 
for two months, and was still swollen and stiff when 
examined. A hard mass was palpable on the anterior aspect 
of and attached to the femur half-way down the thigh. The 
knee joint could not be fully flexed, as the quadriceps would 
not lengthen fully. The quadriceps was weak. X-ray exam- 
ination showed an irregular exostosis attached to the femoral 
shaft. Operation through an antero-lateral incision was 
performed and the mass removed by chiselling it off the 
femur. This bony mass in some places had penetrated the 
substance of the vastus intermedius, which accounted for its 
lack of extensibility. With assiduous physiotherapy the 
patient’s limb was normal three months later. 


Whilst the first patient exhibited the classical findings of 
“myositis ossificans”’, the next patient differed a little, in 
that the bony mass was in the substance of the brachialis 
and not attached to the humerus, which was quite normal. 
This forty-year old man had been thrown out of his motor- 
car when it skidded six weeks previously, and had hit the 
front of his right arm violently on the door. The arm above 
the elbow became very bruised, painful and swollen. He 
found that he had increasing difficulty in moving his elbow, 
because of the pain and the feeling that it was blocked. 
Examination of the patient revealed a large, hard mass in 
the right antecubital fossa behind the brachial artery. It 
was not fixed to bone, and it was not tender. It prevented 
full extension of the elbow, whose movements were also 
weak. X-ray examination showed a calcified mass in front 
of the lower end of the humerus. At operation from an 
anterior approach a large mass of bone was removed from 
the substance of the muscle of the brachialis muscle. It 
was not attached to the humerus, whose anterior surface 
was smooth. This mass was later shown to consist of 
cancellous bone covered by a thin layer of compact bone. 
After operation the patient recovered the full use of his arm 
and went back to work as a bricklayer in six weeks. 


Testicular Neoplasms. 


Details of two examples of testicular neoplasm were 
presented, the first a seminoma, the second a teratoma. In 
the first case, a man of thirty-one years had always been 
well until he had a severe attack of mumps, involving both 
parotids and both testicles. When he recovered from that 
he thought that his left testicle was becoming smaller than 
the right. Alarmed that it might be atrophying, he consulted 


his doctor, who found that his left testicle was not becoming 
smaller, but that the right was becoming larger. A stony 
hard mass was palpable in the lower pole of the right testis; 
it was neither painful nor tender. The epididymis was not 
affected. The lumbar lymph nodes were not palpable; chest 
X-ray examination showed no evidence of secondary deposits 
in the lungs. Hormonal assay of the urine showed no 
increase in hormones. The testicle, together with the cord 
up to the internal ring, was excised and the patient later 
subjected to a course of deep X-ray therapy. So far, six 
months after operation, there had been no evidence of 
recurrence. The neoplasm, a homogenous-looking tumour 
occupying the lower pole of the testis, was shown micro- 
scopically to be a seminoma. 


In the second case, a man of twenty-nine years had com- 
plained of swelling of the left testicle for one month, together 
with enlargement of both breasts. Examination showed that 
the left testis was replaced by a hard, craggy, non-tender 
mass. The breasts were normal and did not appear to be 
enlarged. A hormonal assay of the urine showed no excess 
hormone being excreted. The cut surface of the testis showed 
that it was partially replaced by an ill-demarcated tumour 
with a very heterogenous appearance, some parts of which 
appeared calcified. Microscopic examination showed that the 
tumour was a teratoma of the structure which some 
pathologists call an embrychal (papillary) adenocarcinoma. 
In spite of the failure of such tumours to respond as well 
as seminoma, the patient was undergoing a course of deep 
X-ray therapy. 


Pyonephrosis Presenting as Intestinal Obstruction. 


A woman, aged sixty-nine years, had suffered for some 
years from attacks of generalized colic with vomiting and 
constipation. The last episode had begun two days before 
her admission to hospital and was worse than ever before. 
The patient was dehydrated and obviously ill, and her 
abdomen was generally distended; the distension was 
especially apparent on the right side, where a large, tender 
mass was palpable stretching from the right costal margin 
to the pelvis, where its lower pole was palpable per rectum. 
It extended from the mid-line back into the flank. A plain 
X-ray examination of the abdomen disclosed a few doubtful! 
fluid levels in the small intestine, a large soft-tissue mass 
on the right side of the abdomen, and a large, oval radio- 
opaque shadow in the pelvis. When the dehydration and 
electrolytic imbalance had been overcome in the _ usual 
manner, exploration revealed a large pyonephrosis stretching 
from the diaphragm above to the pelvic floor below. It 
had pushed the bowel into the left side of the abdomen. 
and this was dilated generally. The specimen was removed 
and the shadow was seen to represent a large renal calculus 
in the lower pole of the pyonephrosis, which had no apparent 
functioning renal tissue left. Convalescence was uneventful. 


Hypernephroma. 


A woman, aged fifty years, presented herself with a 
painless mass in the right axilla present for three months 
and increasing in size. She had no other symptoms at all; 
especially did she have no symptoms referable to the urinary 
tract. A hard, enlarged mass of glands in the right axilla 
was not fixed to the skin or deeper tissues. The breast 
was normal. The right kidney seemed a little enlarged, as 
it was easily palpable. Excretion pyelography revealed non- 
filling of the right middle calyx. The urine was normal. 
Operation disclosed that the mass in the axilla consisted of 
glands heavily infiltrated with growth. Laparotomy revealed 
the right kidney to be the seat of a large hypernephroma, 
which had distorted but not ulcerated into the calycea’ 
system. It had infiltrated the suprarenal, which was removed 
with the kidney. Microscopic examination revealed that th¢ 
growth in the axilla was secondary to the renal carcinoma. 
It was hoped that the removal of the hypernephroma with 
its apparently single secondary deposit (in an unusua! 
position) would give the patient a reasonable expectation 
of life. 


Subacute Thyroditis. 


A married woman, aged thirty-one years, had a sudden 
painful enlargement of the thyroid gland commencing two 
months before examination. It was associated with difficulty 
in swallowing. Her voice became husky, and she perspired 
at night, when her temperature at times rose to 104° F. 
She was treated with penicillin and the broad spectrum anti- 
biotics without any effect, the gland becoming larger and 
more painful. Examination of the patient disclosed a 
generalized, tender, hard, gross enlargement of the thyroid. 
The patient’s voice was hoarse. There was no evidence of 
toxicity. The patient was admitted to the Royal North 
Shore Hospital of Sydney, where it was observed that the 
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temperature rose every night to 101° to 104° F. Treatment 
with cortisone was instituted with no beneficial effect. 
Accordingly subtotal thyroidectomy was performed; the two 
upper poles, which appeared to consist of normal thyroid 
tissue, were left behind. The rest of the gland was grossly 
and symmetrically enlarged and was hard to the touch, It 
was surrounded by adhesions. It was not very vascular. 
Histological examination revealed that the gland tissue was 
replaced by fibrous tissue looking not unlike Reidl’s woody 
thyroid. The patient had been followed up for three months, 
and she had been very well except that myxcedema was 
developing; that was being successfully treated with thyroid 
tablets. The subacute thyroiditis (as opposed to acute sup- 
purative thyroiditis due to bacterial infection) was thought 
to be due to virus infection and had no connexion with 
Reidl’s or Hashimoto’s disease. 


Retrosternal Goitre. 


A woman of sixty-nine years had had a known symptom- 
less enlargement of the thyroid for six months. For the next 
six months she noticed that her voice was becoming hoarse 
and that she was developing large veins on her chest wall. 
Then a chest X-ray examination by the mobile anti- 
tuberculosis unit revealed a large mass in the superior part 
of the mediastinum pushing the trachea backwards. The 
trachea did not deviate from the mid-line, and subsequent 
films showed that swallowing was normal. Examination 
showed a large nodular goitre, whose lower border could 
not be felt as it disappeared into the thorax. At operation 
a large multinodular goitre was removed, fully half of its 
bulk being behind the sternum. 


Solitary Thyroid Swellings. 


Three patients were shown by Dr. Rose to illustrate 
difficulties in diagnosing solitary thyroid swellings. Each 
had a solitary discrete swelling in one or other thyroid lobe, 
and clinically each swelling was labelled “adenoma of the 
thyroid’. However, microscopic examination showed that 
two were carcinomatous, a fact which showed the value of 
having even the most innocent-looking thyroid tumour 
examined histologically. 

The first patient was a woman of forty-four years, who 
had had a large, slowly growing, rounded tumour in the left 
lobe of her thyroid for five years. Left hemithyroidectomy 
was performed, and a large, fleshy, well-encapsulated tumour 
was found. Histologically it was a simple adenoma. 


The second patient, a woman, aged forty-seven years, 
with a history of two years’ duration, had a similar encap- 
sulated fleshy tumour removed by right hemithyroidectomy. 
Macroscopically it was similar to the first patient’s tumour, 
but histological examination showed a carcinoma. 


The third patient was a woman of thirty-one years, who 
had a similar swelling in the right lobe of her thyroid for 
two years, growing larger all the time. Clinically it was 
the same as the other two patients’ tumours, but on 
bisection of the affected lobe the tumour was seen to be 
polycystic and well encapsulated. The walls of the cysts 
looked a little shaggy, and mucus-like material was present. 
Histologically the picture was that of a follicular adeno- 
carcinoma. 

The conclusion drawn from the cases was that all solitary 
thyroid swellings (so-called adenomata) should be removed, 
not because they were potentially malignant, but because, 
if they were malignant, they were usually so from the 
beginning. 


Stomal Ulceration following Gastro-Jejunostomy. 


Dr. Rose also showed two patients to illustrate stomal 
ulceration following gastro-jejunostomy for duodenal ulcer. 
A man, aged sixty-three years, had eighteen years previously 
undergone gastro-jejunostomy (posterior) for the treatment 
of a duodenal ulcer without stenosis. He was then very well 
for thirteen years, when he commenced to pass black stools 
at occasional intervals. Four and a half years later he 
commenced to have recurrent attacks of pain all over the 
lower part of the abdomen. Examination of the patient 
merely revealed some tenderness in the right iliac fossa. 
X-ray examination with a barium meal and follow-through 
and a barium enema revealed a normal alimentary canal, 
except that the appendix did not fill. As the pain kept 
recurring during the next six months, and excretion pyelo- 
graphy revealed a normal urinary tract, appendicectomy was 
performed. The appendix seemed normal, but the exploring 
finger was able to feel a mass above the umbilicus. <A 
barium meal a week later revealed a stomal ulcer; so the 
abdomen was explored through the original incision. There 
was found a gastro-jejunal ulcer on the left edge of the 
stoma of a posterior no-loop gastro-jejunostomy, com- 









mencing to implicate the left side of the transverse colon. 
The patient had a scar on the anterior aspect of the first 
part of the duodenum betokening a healed ulcer. The 
anastomosis was undone, the ulcer excised by resecting the 
involved loop of bowel, and the continuity of the jejunum 
restored by end-to-end anastomosis. A partial gastrectomy 
was then performed (a Pélya operation with a long antecolic 
jejunal loop). The patient’s symptoms were completely 
relieved, and a follow-up eighteen months after the gastrec- 
tory revealed that they had not recurred. 

A thirty-five year old man had a duodenal ulcer with 
classical symptoms for five years, accompanied by hyper- 
acidity. In spite of medical treatment, four years later 
pyloric stenosis commenced, and the patient became so 
ill that a year later it was necessary to perform a gastro- 
jejunostomy (anterior), as his condition was too poor for 
a gastrectomy. There was found a large simple ulcer 
encircling the first part of the duodenum and infiltrating the 
head of the pancreas. The patient’s symptoms were com- 
pletely relieved, but only for eight months; then he developed 
attacks of severe pain in the left hypochondrium, which 
made him vomit; they were not related to his meals. A 
barium meal examination revealed a stomal ulcer. Three 
months later, medical treatment being unavailing, the 
abdomen was explored and a large jejunal ulcer found at 
the right end of the stoma impinging on the efferent loop, 
which was tremendously dilated. The duodenal ulcer was 
represented by a small scar only on the anterior aspect of 
the first part of the duodenum. The gastro-enterostomy was 
undone, the ulcer excised, and a partial gastrectomy per- 
formed, according to the method of Polya. The jejunal 
loop was brought anterior to the colon and the old opening 
into the jejunum utilized for the gastrectomy stoma. The 
patient was well when followed up six months later. 


These patients illustrated the dangers of gastro-jejunos- 
tomy for duodenal ulceration, especially in young men. 
Whilst the first man’s symptoms did not appear for fifteen 
years, the last man’s did appear in eight months. In both 
instances the duodenal ulcer was cured, though replaced by 
a stomal ulcer. In the first case the ulcer was about to 
form a gastro-jejuno-colic fistula. 


Chronic Ulcerative Colitis. 


With Dr. F. Lawes, Dr. Rose showed a forty-seven year 
old man, who had suffered from chronic ulcerative colitis 
with exacerbations of increasing severity for two and a half 
years, so that eventually he was passing blood and mucus 
every hour, day and night. In the year prior to examination 
he had lost three stone in weight. Radiographic examination 
showed the typical picture of ulcerative colitis, but sigmoido- 
scopic examination showed no more than granular proctitis. 
When examined in April, 1954, shortly before operation, he 
was very ill and wasted. He was passing blood and mucus 
with very little fecal matter every hour or so. He had 
severe microcytic anzwemia, which was treated by frequent 
blood transfusions. It was decided to resect the colon and 
conserve the rectum according to the method recently 
described by Aylett. As his condition was poor, it was 
decided to stage the operation. On April 15, 1954, the first 
stage was performed, the abdomen being explored through 
a long paramedian incision. The colon was seen to be the 
seat of inflammatory changes throughout its length from the 
caecum to the upper part of the rectum. It was thickened 
and cedematous, which made it very stiff and difficult to 
handle. There were numerous pericolic adhesions through- 
out its length. The lymph nodes were not enlarged. The 
terminal part of the ileum was not affected; this was 
transected and the proximal end anastomosed end-to-side 
to the rectum as low down as possible. The distal end of 
the ileum was closed. The pelvic colon was then brought 
out through a small incision in the left iliac fossa as a loop 
colostomy and immediately divided, the ends being left 
open. The proximal end was to drain the colon, the distal 
to act as a safety valve for the rectum. This they did; the 
proximal end drained blood and mucus, and the distal end 
drained ileal contents, the latter for some days only, when 
the patient regained rectal function, passing liquid feces 
every hour or so. Fourteen days later the colon between 
the colectomy and the ileo-rectal anastomosis was excised. 
Eleven days later still the colon was excised. Adhesions 
made this a difficult operation. The patient recovered well, 
except that a small pelvic abscess had to be drained fourteen 
days later. 

Convalescence was trying because of the frequent passage 
of liquid “burning” stools, causing intense pruritus. How- 
ever, the rectum had become more accustomed to its new 
function, and now, one year after his colectomy, he passed 
semisolid stools three or four times a day, and rarely had 
to defecate at night. He had been at his work for nine 
months and had put on one and a half stone in weight. He 
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ate what he liked. There was so far no evidence of rectal 
involvement, which, according to its opponents, was the main 
drawback to the operation. The specimen was typical of 
ulcerative colitis. 


Thoracic Unit. 
Two patients were presented from the thoracic unit. 


A married woman had been first examined in October, 
1934, when she was twenty-five years of age. She com- 
plained of cough with excessive sputum and weight loss for 
four months with a recent hemoptysis. On examination of 
the patient there was evidence of old disease in the apices of 
both lungs, but her sputum contained acid-fast bacilli. She 
went to the country and did not return for examination 
for three years; it was then found that gross retrogression 
of the disease had occurred on the left side with development 
of a large cavity in the left lung apex. Artificial pneumo- 
thorax was induced on the left side and phrenic evulsion 
was performed. The collapse of her lung, however, was poor, 
and no diminution in size of the cavity took place. Thoraco- 
plasty on the left side was then advised, and Dr. Benjamin 
Edye performed the operation in two stages in the Ryde 
District Hospital. Apparently complete obliteration of the 
cavity ensued, with complete control of the disease, and with 
regard to her chest the patient had remained well ever since. 
She was not of robust type, but probably did not take a 
great deal of nourishment. She was the type of person who, 
it might be said, “lived on her nerves’. The patient was 
shown to illustrate the end result after thoracoplasty 
eighteen years previously. 


Another married woman had been first examined in 
August, 1937, when she was thirty-four years of age. She 
complained of cough with sputum and loss of weight, tired- 
ness and breathlessness on exertion, all the symptoms having 
been present for approximately two years prior to her first 
consultation. She went to a sanatorium, staying for six 
months. At that time there was evidence of extensive 
disease in the left lung with a large cavity in the left lung 
apex and slight disease in the right lung apex. The patient 
also had artificial pneumothorax and phrenic evulsion 
earried out with no beneficial result whatsoever. Thoraco- 
plasty was also advised and carried out early in 1988 by Dr. 
Benjamin Edye in the Ryde District Hospital. The opera- 
tion was performed in two stages, and cavity closure ensued 
with sputum conversion. The patient had had persistent 
cough with sputum, which was almost certainly due to 
bronchiectasis in the collapsed lobe, but at no time had there 
been evidence of active tuberculous disease during the past 
fifteen years at least. This patient was shown to provide a 
further interesting example of the end result of thoraco- 
plasty carried out seventeen years previously. 


Carcinoma of the Lung. 


Dr. C. G. BAyLiss showed a man, aged fifty-one years, 
who had been admitted to the St. George Hospital on 
October 20, 1950. For the preceding six weeks he had 
noticed increasing shortness of breath on exertion and a 
persistent cough with the production of frothy blood-stained 
sputum. He had had a dull ache below the costal margin. 
During the preceding six months he had lost one stone in 
weight. He was a telephone linesman by occupation, and 
he smoked one ounce of tobacco a day. On examination the 
patient was noted to be a thin man in some respiratory 
distress when speaking. Examination of his chest showed 
deviation of his trachea to the right. There was slight 
dullness with diminished air entry at the right lung base, and 
. seattered rales were present on the right side. X-ray 
examination of the chest indicated atelectasis of the lower 
lobe of the right lung. 


On November 3, 1950, he was transferred to the Royal 
North Shore Hospital. Bronchoscopic examinataion was 
carried out by Dr. M. P. Susman. A mass was found 
blocking the right lower lobe bronchus. Dr. Susman diag- 
nosed a carcinoma, which bronchoscopically was operable. 
On November 13 Dr. Susman performed pneumonectomy on 
the right side. A mass about five centimetres in diameter 
was found around the lower lobe bronchus, starting about 
two centimetres from the origin of the latter. Examination 
of a _ section from the mass showed a squamous-cell 
carcinoma arising from the bronchus. Recovery from the 
operation was satisfactory. The patient had since remained 
under observation, and there had been no sign of: recur- 
rence. For several years he had been working as a super- 
visor in the electrical trade for the Railway Department. 


(To be continued.) 


Wevical Societies. 


PAEDIATRIC SOCIETY OF VICTORIA. 


“ A MEETING of the Pediatric Society of Victoria was held 
at the Royal Children’s Hospital on April 138, 1955. 


Raynaud’s Phenomenon. 


Dr. GWEN HewirTr described the case of a female child, 
aged six years, showing the characteristics of Raynaud’s 
phenomenon (see page 1099). 


Dr. A. J. BARNETT, of the Baker Medical Research Institute, 
Alfred Hospital, then discussed the subject of Raynaud’s 
phenomenon. He said that the patient just described had 
presented with features of ischemia of the fingers associated 
with colour changes induced by cold, or, as generally 
described, Raynaud’s phenomenon. It was important to 
have a clear conception of the terms used. Raynaud’s 
phenomenon was applied to paroxysmal colour changes 
induced by cold. Those might be secondary to numerous 
causes. The term Raynaud’s disease was now applied to 
a condition in which such attacks occurred, but no primary 
cause could be found, and there was no structural occlusion 
of arteries, at least in the early stages. In Australia 
Raynaud’s disease accounted for only a minority of cases 
of Raynaud’s phenomenon. 


The first essential in diagnosis was to distinguish between 
functional occlusion and structural occlusion. That was 
done by using Lewis’s reactive hyperemia test, in which 
normally all fingers should flush to the tips in about the 
same time and in less than five seconds. In the patient 
described by Dr. Hewitt there was a delay in flushing of 
the fingers indicating structural block. Structural block 
might be due to various causes, such as embolism from the 
heart or a subclavian aneurysm, decreased fluidity of blood 
due to cold agglutination or cryoglobulinemia, coagulation 
due to diseased arteries as in atherosclerosis, or sluggish 
blood flow as in severely ill patients. In other instances 
arterial injury and inflammation occurred as part of some 
recognized syndrome, such as ergotism, polyarteritis nodosa, 
disseminated lupus and scleroderma. 


However, after all those causes had been considered, there 
was a residuum of cases in which acute structural digital 
ischemia of unknown origin occurred. That condition 
usually presented in» young to middle-aged women and 
resulted in Raynaud’s phenomenon and _ sometimes gangrene 
of the finger tips. Arteriography showed the blocking of 
numerous small arteries. The mechanism of the block was 
usually not determined. However, in a recent case in which 
the subject came to autopsy marked intimal proliferation 
had been found in the digital arteries. It seemed probable 
that the patient under discussion was suffering from that 
condition, although in the absence of histological examina- 
tion it was impossible to confirm the diagnosis. Treatment 
was difficult. Sympathectomy was not of great value where 
there was structural block of digital arteries. Vasodilator 
drugs would not be expected to be of great use. The most 
that could be done was to attend to general health and to 
prevent Raynaud’s phenomenon by keeping the hands warm 
and perhaps applying vasodilator ointment directly to the 
hands. 

Dr. J. CotesatcH thanked Dr. Barnett for his interesting 
discussion and said that he knew Dr. Hewitt had presented 
the case in the hope of finding that other people had met 
with similar cases. Little reference to the condition in 
children of the present patient’s age could be found in the 
literature. 


Poliomyelitis following a Fracture. 


Dr. D. Pitr presented the case history of a boy with 
probably post-poliomyelitis paralysis which illustrated the 
localization of muscle paralysis to a recently injured area—in 
the case under discussion, a fractured arm. Dr. Pitt said 
that other examples of the same phenomenon in poliomyelitis 
were now well known, such as the relationship of recent 
tonsillectomy to bulbar paralysis, the question of muscle 
fatigue and severe paralysis and, of course, the localizing 
effects of recent injections, first described by Dr. B. P. 
McCloskey. Those situations involved traumatizing and 
selective factors that appeared to link up with recent experi- 
mental work by Trueta, who, working with rabbits, had 
demonstrated localized vascular change in the spinal cord 
in segmental relation to peripheral trauma. 


The case described was that of a boy, aged seven years, 
who, apart from frequent tonsillitis and other childhood 
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infections, had enjoyed good health until two years 
previously, when he fell and sustained a supracondylar 
fracture of the right humerus; for that he was admitted 
io hospital for reduction of the fracture and discharged 
with his arm in plaster. About three weeks after the injury 
he suffered a feverish illness with headache and vomiting for 
two or three days. No doctor was called, and the child 
appeared vaguely unwell for two to three weeks after that. 
There was no history of contact with similar illnesses. After 
ene month the plaster was removed, and union of the 
fracture was regarded as satisfactory. A few weeks later 
the mother noticed wasting of the right arm and shoulder. 
This was examined later in the out-patient department 
and thought to be due to either a plaster atrophy 
or a brachial plexus lesion suffered at the time of the 
original injury. The orthopedic department suggested the 
diagnosis of post-poliomyelitis paralysis, which the present 
examination supported. The patient now had obvious 
weakness and wasting of the muscles of the right shoulder 
and arm, including the deltoid, subscapularis, pectoralis 
major, brachialis, brachio-radialis, biceps, triceps, flexor carpi 
ulnaris and extensor carpi radialis—in other words, all 
muscles supplied from the fifth to the eighth cervical seg- 
ment of the cord. The rest of the arm was normal. The 
deep reflexes, difficult to elicit in the left arm, were absent in 
the right arm and normal elsewhere. There were no sensory 
changes, and the cranial nerves and fundi oculorum appeared 
to be normal, as were the rest of the findings of the physical 
examination. Over the last twelve months there had been a 
moderate improvement in function, but the condition was 
now stationary. 


Through the kindness of Dr. A. Ferris, the patient’s serum 
had been tested at the Fairfield Infectious Diseases Hospital 
for poliomyelitis antibodies and had been found “positive” 
for type II poliomyelitis, which, according to recently pub- 
lished information from the same source, was the prevalent 
type in Melbourne during the latter months of 1952. 


Thus, the clinical and laboratory evidence suggested 
paralysis localized to a previously injured area—namely, a 
fractured limb. 


Dr. Pitt went on to say that the sequence of events, 
though of certain clinical interest, was, of course, entirely 
non-preventible. In considering occurrences like tonsil- 
lectomy and injections, some problems were raised. The 
question of when to omit those routine procedures was now 
one of public administration, and from the public adminis- 
trators came, when the incidence of poliomyelitis in the 
community reached a certain level, advice to the medical 
profession to “lay off’. Another problem was a more personal 
one, which concerned the physician himself and the conduct 
of his practice, and his relationship with his patients. Dr. 
Pitt said that he had one such problem himself, and he 
would be interested to hear from the audience just how 
common the problem was. His case related to a boy of two 
and a half years, a private patient, who had been given a 
penicillin injection in the left buttock for an infected finger- 
nail, which was removed under anesthesia. Three weeks 
later he became ill with poliomyelitis. The subsequent 
paralysis and wasting were almost entirely confined to the 
left buttock and leg, and the boy was now just commencing 
to stand. Dr. Pitt said that he was sure that the treatment 
of the infected finger was correct, but the results of treat- 
ment were disastrous. It seemed therefore that one had to 
accept the position that in certain rare instances, such as 
the present one, the medical ideal of “nolle nocere”’—in other 
words, of not harming the patient—could not be attained. 
Certainly there was every reason to justify the present 
medical policy of avoiding all lay publicity of the 
phenomenon of the relationship between post-poliomyelitis 
paralysis and recent trauma. 


Dr. B. P. McCuLoskgey said that he was indebted to Dr. 
Pitt for the opportunity to discuss the occurrence of para- 
lytic poliomyelitis following a fracture, and perhaps to say 
a few words about the more general problems of trauma 
and poliomyelitis. 

His own experience of acute poliomyelitis occurring in 
patients who had sustained a recent fracture of an extremity 
was limited, and he could recall only three instances in 
which full particulars were available. The significant find- 
ings there were as with Dr. Pitt’s patient. First, there was 
an interval of only a few weeks between the time the 
fracture was sustained and the onset of symptoms, and 
peas the paralysis was maximal in the region of the 
racture. 


In one case, that of a young boy with a greenstick fracture 
of the forearm, no splinting or active treatment was given 
for the fracture. The boy had a definite febrile illness, 
followed within two or three weeks of the fracture by 


paralysis, maximal in the muscles of the forearm and hand, 
and the diagnosis of acute poliomyelitis was confirmed by 
lumbar puncture. 


Another patient, a young girl with a fractured humerus, 
developed paralysis involving the whole arm, but maximal 
in the arm and shoulder on the same side as the fracture, 
about a fortnight after the fracture. 


The third patient was an adolescent boy with a fractured 
femur, who developed an acute febrile illness followed by 
paralysis of the fractured extremity. Again the interval was 
approximately a fortnight, and the residual paralysis was 
maximal in the quadriceps. Considering the more general 
problem, Dr. McCloskey said that an outstanding mystery 
with poliomyelitic infection was why some persons infected 
became paralysed and others did not. It was now recognized 
that a number of conditions influenced both the onset of 
paralysis and its location in some patients with acute polio- 
myelitis; in others the factors responsible were unknown. 


The onset of paralysis might be determined, firstly, by 
variations in the parasite, the dosage, the immunological 
type of virus, its virulence and invasiveness, and whether 
biological interference or synergism occurred at the time of 
infection; or, secondly, by variations in the host, his genetic 
constitution, his physiological state at the time of infection 
and his previous experience with poliomyelitis virus. As 
well, there were a number of conditions which were known 
to affect the host adversely and precipitate paralysis—for 
instance, tonsillectomy, inoculations, exertion on the day of 
onset of the meningitic phase, transport of patients during 
the acute stage, pregnancy and hormonal changes. Possibly 
dental extractions, chilling and overheating, fatigue and 
injuries might act similarly. 


Although the evidence regarding the relation of injuries 
to the onset of paralytic poliomyelitis did not lend itself to 
statistical analysis, it would appear that there was a definite 
association between recent injuries and the onset of paralytic 
poliomyelitis. Occasional instances of such an association 
were scattered through the literature, and perhaps the 
earliest was reported in 1911 by Walter. Walter’s case 
concerned a slater, aged twenty-nine years, who fell eleven 
feet from a roof onto a stone floor, mainly on his left leg 
and left side. He was unconscious for ten minutes, and for 
the next two days he felt pain in the back and in the 
left leg. Eleven days after the fall he fell ill with headache, 
fatigue, lassitude and shivering; three days later paralysis 
of both legs and of the left arm developed. The patient was 
living in a family in which two children had just developed 
acute poliomyelitis. 


The cases recorded in the literature appeared to have the 
following points in common: the diagnosis of poliomyelitis 
was beyond doubt; the site of paralysis coincided closely 
with the site of preceding injury; there was an interval of 
several days to a few weeks between the injury and the 
onset of paralysis. 


Experimentally, Levison, Milson and Lewin, working on 
rhesus monkeys, had found that trauma to the muscles of 
an extremity did not influence the site or extent of paralysis, 
though exercise to the fatigue point and chilling in the 
prodromal period had a pronounced effect. Those workers 
injured the tissues by bruising them with hammer blows. 
However, it should be stated that the condition of infection 
in rhesus monkeys were not comparable to that in human 
beings. The route of infection was by intracerebral inocula- 
tion, and overwhelming massive doses of virus were used. 
As it was likely that trauma precipitated paralysis by 
affecting the route of spread in the body, those experiments 
could not be regarded as conclusive. 


There were various possible explanations of an association 
between poliomyelitis and injury, but none were very con- 
vincing. It was worth noting in passing that a similar 
localizing and precipitating effect of trauma had been com- 
monly noted in other infectious diseases, both bacterial, such 
as acute osteomyelitis or bone and joint tuberculosis, and 
viral, as smallpox. Although the explanation of the associa- 
tion appeared straightforward, in some instances it was 
unknown. 


It was possible that in a subject suffering a non-paralytic 
poliomyelitis infection circulating virus might be arrested 
and concentrated in damaged tissue and then travel, perhaps 
after multiplication, via the peripheral nerves, especially if 
nerve fibres had been disrupted as a result of the trauma, 
or by some other channel to the corresponding areas in the 
cord. It was necessary then to postulate that viremia was 
present, and also that the trauma occurred during the period 
of the viremia, or that the viremia occurred before the 
traumatized tissues had been repaired. 
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An alternative explanation had recently been put forward 
by Trueta and Hodes, based on experimental work on rabbits 
and mice. Trueta and Hodes demonstrated in those animals 
that plaster casts, exercise and peripherally injected irritants 
produced microscopic changes in the circulatory patterns of 
the spinal cord. They suggested that factors which enhanced 
the severity of poliomyelitic paralysis might operate through 
local vascular changes in the brain and spinal cord. 


Dr. McCloskey said that it must be remembered, however, 
in considering factors which precipitated paralysis in acute 
poliomyelitis, that although exercise, pregnancy, minor or 
major peripheral or central trauma and injections were 
grouped together and might possibly operate through the 
same basic physiological mechanisms, the time interval 
between the application of the precipitating factor and the 
onset of paralysis—as, for example, with exercise and 
inoculations—might be quite different, and this suggested 
differing modes of action. Also, recent evidence on the long- 
term relationship between remote tonsillectomy and polio- 
myelitis, in particular the evidence presented by Gaylord 
Anderson in the United States of America and Southcott in 
Australia, emphasized the uncertainty of present knowledge 
concerning the pathogenesis of the paralysis of poliomyelitis. 
The fact that viremia had been demonstrated to occur in 
poliomyelitic infections in certain circumstances did not 
invalidate possible neural transmission in others, and the 
demonstration of a long-term reiationship between remote 
tonsillectomy and poliomyelitis would appear to indicate 
facilitated neural transmission. 


Dr. McCloskey concluded by saying that it would appear 
best to keep an open mind as to the-.possible mechanism 
underlying the association between trauma and onset of 
poliomyelitis; that such a relationship existed appeared to 
be likely although unproven. 


DAME JEAN MACNAMARA thanked both speakers and said 
that one felt a great responsibility towards a child who 
suffered from a life-long handicap such as the paralysis of a 
limb. Despite knowledge one still saw many children with 
paralysis following prophylactic inoculation and other injec- 
tions. The irreversible nature of the paralysis was troubling, 
as it did not seem to clear up as well as others did. Dr. 
Macnamara also thought that during an epidemic of polio- 
myelitis the doctor must take great care not to act as a 
carrier, especially by his injection needles et cetera, as he 
might carry infection from unsuspected cases in that way. 


Dr. M. KBLty said that he thought that the explanation of 
the phenomenon of paralysis in an injured limb might be 
ascertained from a study of pathology. For instance, when 
nerves were cut, chromatolysis occurred in spinal ganglia 
and the anterior horn cells. That had been proved in 
animals and humans who had died from other reasons soon 
after an injury. Examination of the anterior horn cells 
corresponding with the fracture showed loss of cells. He 
thought that was more common than was recognized in 
adults, even when there was no suspicion of poliomyelitis. 
When poliomyelitis was not suspected, the condition was 
attributed to different causes; for instance, the pediatrician 
might suspect poliomyelitis and the psychiatrist hysteria. 
He thought that it could be described under the term of 
reflex paralysis, but other names had been applied; for 
instance, there had been much written in the last century 
about ascending neuritis, but that term was in abeyance. 


Dr. D. Haccer asked Dr. McCloskey whether paralysis had 
occurred following subcutaneous injections instead of intra- 
muscular injections. 


Dr. McCloskey said, in reply, that one could never be 
certain that the injection was wholly subcutaneous, so that 
there was some risk. However, paralysis was seen most 
commonly following intramuscular injections. 


Dr. E. NortTH commented that it did not seem that Canada 
and the United States of America saw so many cases of the 
nature described. 


Dr. McCloskey, in reply, said that he did not agree, as 
there had been extensive surveys in New York State which 
showed a similar state of affairs to that existing now in 
Australia. 


Dr. M. PowELL wondered whether trauma was more 
important than fatigue and cited two cases. The first was 
that of a girl who had been walking around for a week with 
bulbar poliomyelitis, and the second that of a painter who 
kept on working with paralysis. Those would appear to be 
two cases of gross fatigue with no permanent harm. Dr. 
Powell, in commenting on Dr. Pitt’s remarks about his 
second case, said that there were too many injections given 
in the community, not of the prophylactic type, but of 
chemotherapeutic agents. 


Dr. McCloskey, in replying to Dr. Powell, said it was only 
on the day of onset of the meningitic phase that fatigue was 
thought to play a part in increasing the severity of the 
subsequent paralysis. 


Dut of the Past. 


In this column will be published from time to time 
extracts, taken from medical journals, newspapers, official 
and historical records, diaries and so on, dealing with events 
connected with the early medical history of Australia. 


THE SYDNEY INFIRMARY. 
{From The Sydney Morning Herald, August 17, 1846.]? 


THERB is an article in the ATLAS of Saturday respecting 
the position of the medical men belonging to the Sydney 
Infirmary with the general tenor of which we quite agree. 
There is no doubt that the Institution is suffering and must 
continue to suffer, from the fact of 2 surgeons refusing to 
meet each other, and unless, so far as the Institution is 
concerned, they waive their private or professional trials, 
one or other of them must retire. With respect to the 
particular case referred to, however, that of a man named 
Hilders, who died of injuries caused by a dray passing over 
him, we have made enquiries and find that the unfortunate 
man did not suffer from the disagreements referred to. The 
case was in charge of Mr. C. Nathan, and although the 
other surgeon was not called in, we find that the 2 physicians, 
the house surgeon, and two district surgeons of the estab- 
lishment and one of the oldest colonial surgeons were con- 
sultéd and concurred in the treatment of the case and taat 
eight medical men were present at the operation. There is 
no ground therefore for supposing that in this particular 
case the patient suffered in the least from the unfortunate 
differences among the medical men. 


Correspondence, 
EMERGENCY SUTURING. 


Sir: Risking criticism for enlarging on such a minor 
procedure, I wish to remark on your article referring to the 
use of hypodermic needles for suturing. For. at least five 
years I have found this method particularly useful for 
suturing cuts in children below the age of three and above 
the age of seven. The word “sewing” is carefully avoided, 
and it can be explained to the older ones that they are only 
going to have another prick. 

Yours, etc., 
Rangers Road, C. H. Se.By. 
Cremorne, 
New South Wales. 
December 9, 1955. 





OBSERVATIONS UPON 250 CASES OF BLEEDING 
PEPTIC ULCER. 


Sir: In THE MEDICAL JOURNAL OF AUSTRALIA, November 12 
1955, Dr. W. K. Manning reports his “Observations Upon 25¢ 
Cases of Bleeding Peptic Ulcer” treated at the Repatriation 
General Hospital, Concord, and suggests conclusions which 
should not be left unchallenged. 


In the management of hematemesis it must be the aim 
to save the lives of as many patients as possible, and there 
is no justification for being “content to accept an inevitable 
mortality”. It is true and cannot be denied that a large 
proportion of any group of patients with hematemesis will! 
do well on medical treatment alone, but it is equally true 
that there are some who run a grave risk of dying or 
actually will die without the aid of surgery, either because 
bleeding could not be controlled without surgery (apparently 
the situation in 13 of the fatal cases) or because their 
general condition was such that they could not stand recur- 
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rent severe hemorrhages. Surely then it behoves us tn 
cndeavour to select these patients if at all possible. 


To this end it is usually advised that surgery should be 
seriously considered in patients over the age of forty years 
‘whose initial hemorrhage continues despite treatment in 
hospital or who have recurrence of bleeding after admis- 
sion. The figures quoted by Dr. Manning seem strongly to 
support this contention, for 19 of 22 deaths occurred in 
patients over the age of forty years, and 16 deaths occurred 
in 69 patients having recurrent bleeding. 


If surgery is to be undertaken, there are two essentials 
‘or a successful outcome. Firstly, it must be undertaken 
arly, whilst the patient is in reasonable condition, and, 
secondly, it must be carried out by a surgeon of sound judge- 
ment and skill in the performance of such operations. The 
surgical mortality of 100% and the fact that one-half of the 
urgical deaths were due to leakage or rupture at the suture 
line suggest that perhaps both of these desiderata were 
jacking. The fact that 14 patients survived without the 
ielp of surgery, despite being allowed to have as many as 
five to ten separate hemorrhages, is indeed a tribute to the 
patients’ stamina and the tenacity of the attending 
physician. 


To advocate “restricting blood transfusion as much as 
possible” is to. put the clock back twenty years. Surely the 
aim is to replace the amount of blood lost or as near to it 
as possible. The cases of pulmonary cdema quoted—for 
example, the patient receiving five litres of fluid in five and 
three-quarter hours—suggest the need for care in the 
administration of transfusion rather than withholding blood, 
and certainly to withhold blood “unless there was recur- 
rence of significant bleeding in a patient whose hemoglobin 
value was already in the region of four or five grammes 
os a is the height of foolishness and is courting 
disaster. 


Finally, sir, there is no statistical evidence either in the 
literature or in Dr. Manning’s report to support his state- 
ment that “free transfusion tended to cause recurrence of 
bleeding”’. 

Yours, etc., 

185 Macquarie Street, Noe. C. NEWTON. 
Sydney, 

Decemiber 7, 1£55. 


Sir: With regard to “Observations Upon 250 Cases of 
Bleeding Peptic Ulcer” by W. K. Manning in your issue of 
November 12, I feel some of the conclusions drawn by the 
author should not go unchallenged. 


There is no doubt that the overall mortality figure of 
8°8% compares favourably with any series so far published, 
but the grim fact remains that his figures show an approxi- 
mate 20% mortality in cases of recurrent hemorrhage, and 
most of these cases in his series received non-surgical treat- 
ment. 


Dr. Manning states, in the absence of statistical proof: 
“I am convinced that the one all-important principle to be 
observed is that of restraint in the transfusion of blood.” 
I suggest, sir, this is a retrograde step, and to allow a 
patient to bleed till his hemoglobin has sunk to four or five 
grammes per centum is to tax his vital functions to the 
utmost and, in the event of further hemorrhage, must 
surely invite disaster. 


There will always be a very high mortality in cases sub- 
mitted to surgery if transfusion and resuscitation are 
inadequate or if surgical consultation is unduly delayed. I 
have the greatest sympathy for the surgeon who is called 
in at the last desperate moment to save an anzmic, anoxic, 
dehydrated patient, just as I have very little respect for 
= — who allows such a state of affairs to come 
about. 


On the other hand, there is no doubt that over- 
enthusiastic blood transfusion can be fatal, particularly in 
the presence of other serious associated disease, but 
injudicious transfusion can be avoided if the risks are 
appreciated. Too often in this country and in hospitals 
abroad, the responsibility of transfusion is in the hands of 
junior resident medical officers who do not appreciate the 
nature of the altered hemodynamics in persistent or recur- 
rent hemorrhage and the dangers of transfusion, particu- 
larly in the older age groups, but this is no argument against 
replacing blood which has been lost. 

Let us not be content with accepting “a certain inevitable 
mortality”. Rather let us strive to improve our techniques 
both medical and surgical. I am on the side of orthodoxy 
in advocating closer affiliation of physician and surgeon in 


the management of these cases. Adequate transfusion and 
timely surgery in selected cases, I am convinced, will be the 
ultimate means by which we will eventually reduce the 
overall mortality. 

May I add one more pvint in conclusion, sir? I am in 
full agreement with Dr. Brosnan, who in his letter of 
December 3 makes a plea for the use of an indwelling 
gastric tube. It is not fully appreciated that this measure 
can often be of great assistance in providing a timely 
warning of recurrent or persistent hemorrhage, long before 
there is overt:-evidence of such. This principle, first advocated 
by Kinsella, I have found to be most valuable. May I 
suggest to Dr. Manning, if he has not already done so, that 
he includes this simple device in his armamentarium. 

Yours, etc., 

185 Macquarie Street, W. B. HENNBssyY. 
Sydney, 

December 7, 1955. 





AND SAMPLES FROM DRUG 
HOUSES. 


ADVERTISEMENTS 


Sir: Between thirty and forty years ago I was quite a 
busy specialist, and conducted a large private and public 
hospital practice, and it so happened that the people who 
annoyed me most were the travellers from the various drug 
houses, all but one, and he was a shrewd and likeable 
fellow who would push a few samples under my nose and 
proceed to talk about horses. Then he had me. However, 
since I have grown older and have acquired the services of 
a good junior, I am in a position to review my past and 
am now of the opinion that I was not only rude to these 
good-natured and worthy, also learned, travellers, but was 
depriving myself of the opportunity of keeping up to date 
in the art of modern treatment, and I now take this oppor- 
tunity of apologizing to these gentlemen for my sins of 
the past. I am writing this because latterly I have noticed 
communications in our journal from men who, I presume, 
are situated much as I was, and who cordially dislike these 
travellers and detest their literature. Well, gentlemen, you 
are wrong, and my advice is get a good junior, take a few 
holidays and start reading. 


Another thing I would like to write about is the way in 
which the qualified and registered medical man is being 
deprived of his status and his responsibilities on the question 
of dangerous drugs. In a little while it will be safe for him 
to prescribe only jalap or Epsom salts. In the meantime 
the modern chemist is continually producing more and more 
active and efficient drugs. It appears to me he is wasting 
his time, because the article as it becomes more marketable 
will be deleted by the powers that be. It is really quite 
disheartening and depressing. 

Yours, etc., 


229 Macquarie Street, Ww. 
Sydney, 
December 9, 1955. 


ALEXANDER DUNN. 





THE PRESENT POSITION OF RADIOTHERAPISTS. 


Sir: A _ recent fantastic and undeserved attack upon 
radiotherapists was made to the public Press. In this, 
amongst other things, they were accused of accumulating 
fabulous incomes by charging fees to patients treated upon 
public hospital plants. The falsity of this accusation should 
be glaringly evident to anyone associated with the func- 
tioning of our metropolitan hospitals under the present 
honorary system. 

The perplexing and strange element is that it was made 
by an eminent public character, known for his long and 
philanthropic association with doctors and hospitals. He 
should certainly have been familiar with the normal ethical 
customs and obligatory regulations which control the prac- 
tice and conduct of the honorary medical staffs. 

If he, in his situation, was unaware, what of the general 
public? I have pnractised on the honorary staff of many 
hospitals in both radiodiagnosis and radiotherapy for some 
twenty years, and I am positive from various direct 
experiences that public hospital patients, as a body, believe 
that the members of the honorary medical staff are paid 
large sums for their services. They find it incredible to 
believe otherwise from their observation of ordinary com- 
mercial and professional life, where payment for services 
rendered is obligatory. That this large body of medical work 
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in all our metropolitan teaching hospitals is done witk out 
one penny recompense to the visiting staffs simply passes 
their comprehension. 


In view of this, it now seems right to suggest that, as a 
profession, we should vacate our ivory tower, come down to 
earth, forget our modesty and embark on a little considered 
publicity to acquaint the public with the true facts. An 
ambitious and enthusiastic young specialist may devote up 
to one-half of his time to unpaid hospital work. His remote 
rewards are experience and prestige, it is true, but without 
any financial gain, and the hospital public itself is the 
direct gainer from all this unpaid effort. 


The ideal of honorary service for service sake will not be 
accepted generally in these days, when the popular slogan 
seems to be “The most pay for the least work”, without very 
explicit and clear advertisement. 


At the least it would be fitting to place notices in out- 
patient departments and wards, informing the patients that 
the medical service is given by the visiting staffs on a 
completely honorary basis. 


This is all the more necessary at present, as the fees 
charged by hospitals themselves, both for out-patient atten- 
dance and ward occupation, are steeply increasing. We 
must inform the public that none of this increase is for 
medical fees, but for the increased cost of hospital main- 
tenance only, and they should not be permitted to consider 
this as a new form of medical rapacity. 


So much anathema has been cast upon us lately that a 
little self-justification, based on plain statements of fact, 
seems indicated. The obvious authority to publish such 
statements, as a matter of some urgency, is the British 
Medical Association. The establishment of some continuous 
mechanism, inside the Association, for the control of public 
relations is long overdue. 

Yours, etc., 

137 Macquarie Street, E. W. FRECKER. 
Sydney, 

December 7, 1955. 





HYDATID CYST OF THE ORBIT. 





Sir: In the journal of May 28, 1955, page 796, I reported 
a case of hydatid of the orbit (Lidgett, 1955). I have 
since had a second case of this somewhat rare lesion. On 
November 4, 1955, I removed a hydatid cyst from the orbit 
of a child, aged two years and eight months, from Queens- 
town, Tasmania. This is the twelfth case of orbital hydatid 
reported in Australia since 1865 and the second from Tas- 
mania. The other case from Tasmania was reported by 
Harvey in 1879 (Hertzberg, 1955; Hardy, 1879). 


I am indebted to Dr. Alex Budge, of Devonport, Tasmania, 
who referred the case to me, and to Dr. H. C. Greer, of the 
Victorian Eye and Ear Hospital, who confirmed the diagnosis 
by pathological examination. 

Yours, etc., 
KELVIN LIDGETT, 
Honorary Ophthalmic Surgeon, 

Melbourne, Victorian Eye and Ear Hospital. 

December 6, 1955. ; 
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MODERN PSYCHIATRY AND ITS RELATIONS TO 
MEDICINE AND SURGERY. 





Sir: May I, through your columns, express my apprecia- 
tion of Rudduck’s Stawell Prize Essay (M. J. AUSTRALIA, 
October 29, 1955)? It is heartening and stimulating to 
read such an integration of psychiatry with general medicine. 
His theory of impressed neurons offers a reasonable direct 
step towards a better understanding of the central nervous 
system and mental activity, and, moreover, in terms which 
we can understand, and in accord with our training in the 
ancillary sciences. He offers an explanation of how past 
experience influences present behaviour and response, and 
shows how responses can be “re-conditioned”’. 


His application of hypnosis as a therapeutic weapon, a: 
well as in research, is most interesting and instructive. It 
supports the conclusions of the subcommittee appointed by 
the British Medical Association on the “Medical Use of 
Hypnotism” and should stimulate further research. 


It may interest those contemplating the use of hypnosis 
to learn that its application in a rural country practice has 
met with surprisingly little opposition or prejudice. It was 
first used in a few selected and willing obstetrical patients, 
and later in neuroses and psychosomatic disorders. Moré 
and more patients are now asking for it. 

Yours, etc., 

Orroroo, M. G. JANSEN. 
South Australia, 

December 8, 1955. 





Dbituarp, 





MARIE MONTGOMERIE HAMILTON. 





WE are indebted to Dr. Mary Puckey, Dr. Mona Nelson 
and Dr. Phyllis Anderson for the following appreciation of 
the late Dr. Marie Montgomerie Hamilton. 


Marie Montgomerie Hamilton died on November 2, 1955, 
after a life packed full of endeavour and achievement. She 
was born into a Scots household with a legal tradition and 
she inherited her direct and logical mind from her father, 
the judge. 

She was educated at the Presbyterian Ladies’ College, 
Croydon, where she was dux of her year, and she won the 
Kambala Prize for the best woman student in the senior 


examination. She came home from school to manage her 
father’s household and to follow her favourite sport of 
hockey. 


At the end of the first World War she entered the Faculty 
of Medicine and graduated with second class honours in 
1923. She was a resident medical officer at the Royal Prince 
Alfred Hospital and began her pathological training there. 
and then went to the laboratories of the State Health 
Department. 


There she met that dynamic personality, the late Dr. Elsie 
Dalyell, and the two of them set about solving the urgent 
problem of treatment of venereal disease in women. Marie 
Hamilton was seconded to the Rachel Forster Hospital for 
Women and Children in Redfern, and a special clinic was 
organized, opened and maintained there, and its excellent 
services remained under the guidance of the two women. 
This is their greatest monument. In modern days of short 
and effective treatment for syphilis and gonorrhea, the 
long-continued association between doctor, patient and 
pathologist of pre-penicillin days is well nigh forgotten, but 
there must be many thousands of patients discharged cured 
after months and years of weekly treatments who remember 
thankfully their two women doctors. 


Marie Hamilton began private practice as a pathologist 
from her home in Strathfieid in 1934, while continuing as 
honorary pathologist at Rachel Forster Hospital, and 
pathologist to the Western Suburbs Hospital. She was 
very earnest in her wish to bring laboratory diagnostic 
services within easy reach of the general practitioner. 


During these years her interest in women’s sporting 
activities never ceased. She was elected president of the 
New South Wales Women’s Hockey Association in 1928 and 
held this position until 1947, also presiding over All- 
Australian Hockey from 1946 to 1954. She was a foundation 
member of the New South Wales Women’s Amateur Sports 
Council and worked continuously in the War Memorial 
Appeal to provide playing fields for women and girls at 
Matraville and Terry Hills. 


When the New South Wales Branch of the British Medical 
Association amended its constitution to ensure representa- 
tion of its women members on the Council, Marie Hamilton 
was a natural choice, and she served in this capacity during 
the period 1948 to 1951. She was President of the Medical 
Women’s Society of New South Wales, 1948-1949, and was 
medical representative on the board of the Rachel Forster 
Hospital for a number of years and worked consistently for 
the development of the institution in its growing years. 

During the second World War, she responded to the 


Government’s appeal to citizens to grow more food by the 
purchase of a small dairy property at Douglas Park; she 
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completed a correspondence course in agriculture from the 
Technical College, and spent all her limited leisure in 
increasing its productivity. Many of her friends will recall 
her simple pride in pounds of butter, dozens of eggs and 
jars of preserved fruits ranged on her pantry shelves. 


In 1952 she went abroad with an Australian women’s 
hockey team, and was chosen president of the hostess nation 
for the International Hockey Association’s next meeting in 
1956, an honour she prized highly. However, before this 
tour was over, she became aware that all was not well with 
her, and returned unobtrusively to Australia and underwent 
an operation. After a slow convalescence, she hoped to 
return to work, but dauntless courage was not enough, and 
for six months before the end she never lost hope. 


f a 

This long record of willing service tells little of the woman 
herself, and her colleagues were often conscious of that 
element of reserve so characteristic of those whose roots 
lie north of the Tweed. She was quiet in manner and 
address, but was fearless in defence of principle and justice, 
so that she sometimes found herself in conflict with the easy 
tolerance and expediencies of people who had not her 
sterling sense of duty and honesty. 

She had a home full of family treasures, beautiful china, 
furniture and old books, remembrances of her parents which 
she kept in the places they had occupied all her life. Her 
personal needs were simple, and her way of life austere, 
but the continued association with many women’s organiza- 


tions is an indication of the value placed on her sympathy 
and practical wisdom. 

Marie Hamilton would ask nothing better than to be 
remembered because the welfare of women was always close 
to her heart. 


— 
— 
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RALPH PARKER McMEEKIN. 


Dr. FRANK R. Kerr has sent the following appreciation of 
the late Dr. Ralph Parker McMeekin. 

The passing on of Ralph Parker McMeekin last July 
deprived Victoria of one of its ablest physicians. 


He came up to Queen’s from Warrnambool College and at 
once made his name, endearing himself to his fellow students 
by his wit and his general outlook on life. He quickly 
became well known in sport, being a tower of strength for 
Queen’s in cricket and football, and gaining his cricket blue 
as a left-hand bowler of class. Later golf became his delight, 
and he was a prominent member of Peninsula. 


I shared a study with him in college and marvelled at 
his powers of concentration. He could smoke a cigarette, 
swing a leg, listen to music and at the same time master the 
most obstruse works of Pavlov or Sherrington. He took 
examinations in his stride. Every year saw his name among 
the first-class honours men. He won the exhibitions in 
biology and anatomy in his early years, and finished up 
head of his year in 1914, claiming the medicine exhibition 
and other coveted prizes. For five years then he occupied 
the position of medical superintendent of the old Melbourne 
Hospital in Lonsdale Street, and won through because of 
his personality and professional knowledge. He was the first 
to recognize the advent of Spanish influenza into Australia 
in 1919. 

For many years he had held the responsible position of 
honorary consulting physician at the Royal Melbourne Hos- 
pital. He was a great teacher. Happy was the student who 
listened to his discourses on the difference between text- 
book descriptions and the actual clinical entity. The power 
of diagnosis was his strong point. 

Ralph McMeekin was highly sensitive and lived on his 
nerves more than ordinary mortals. What a poet he might 
have become! He was passionately fond of music and took 
great pleasure in listening to concert, radio and recorded 
performances. 

He never spared himself in his work. In truth it can be 
said that he threw away his own health in caring for that 
of his patients. And how they loved him! Many letters 
have been received by his family expressing affection for 
him because of the faithful service he rendered. 


—— ine =—_ 
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THE POST-GRADUATE COMMITTEE IN MEDICINE IN 
THE UNIVERSITY OF SYDNEY. 


The Royal Newcastle Hospital: Subsidiary Post-Graduate 
Hospital. 


THE Post-Graduate Committee in Medicine in the 
University of Sydney announces that it proposes to utilize 
The Royal Newcastle Hospital as far as possible as a sub- 
sidiary post-graduate hospital and to introduce immediately 
the following courses: 


Anesthesia: Practical training in modern methods of 
anesthesia can be arranged either by daily attendance or in 
residence. Fees are £5 5s. per week, including board and 
residence. 

Obstetrics: Resident post-graduate training in obstetrics 
can be arranged over a desired period, the fees being £5 5s. 
per week, including board and residence. 


Blood Typing: Instruction in the technique of blood typing 
can be arranged at the hospital free of charge. 

It is desirable that all applications be made well in 
advance, stating period and type of training desired. These 
must be addressed to the Course Secretary, The Post- 
Graduate Committee in Medicine. 131 Macquarie Street, 
Sydney. Telephones: BU 4497-8. Telegraphic address: “Post- 


= 99 


grad Sydney. 





Motice. 


THE MURRAY FUND. 


WITH the sanction of the Council of the Queensland Branch 
of the British Medical Association a private committee has 
been formed to raise funds for the benefit of the young 
children of the late Dr. A. R. Murray. The committee are 
particularly anxious to avoid anything in the nature of an 
appeal, but would not deny old friends of Dr. Murray 
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an opportunity to help. Those who wish to assist this fund 
may forward subscriptions to one of the undermentioned 
members of the committee: T. V. Stubbs Brown (chairman), 
J. R. Adam, D. R. L. Hart, Donaid Watson, c.o. British 
Medical Association House, 225 Wickham Terrace, Brisbane. 
All cheques are to be made payable to “The Murray Fund”. 


EE 


CRICKET MATCH BETWEEN DOCTORS AND 
DENTISTS. 


THE annual cricket match between members of the New 
South Wales Branch of the British Medical Association and 
members of the New South Wales Branch of the Australian 
Dental Association was held on Wednesday, November 9, 
1955. The match, cancelled from last March, was played at 
Sydney Cricket Ground number 2 under ideal conditions. 
The British Medical Association was soundly defeated by 
the Dental Association owing to the excellent bowling of 
R. ‘Stewart and the batting of J. Newman and K. Binns. 
The doctors’ team was saved from a complete rout by the 
batting of Lex Johnson, who made an excellent 50. This 
was a most popular innings, as Dr. Johnson was one of the 
few people still playing who represented the British Medical 
Association in the first match in 1936. The fixture for 1956 
has been arranged for Wednesday, February 8. The scores 
for the 1955 match were as follows: 


Australian Dental Association. 


HUTCHESON, c. Emery, b. Elliott 
NEWMAN, c. Hartnett, b. Harris 
Mackey, l|.b.w., b. Harris 
Stewart, b. Harris 
RopEN-SMITH, b. Harris 

BINNS, b. Coppleson 

NEWMAN, c. Stump, b. Calov 
SHIELS, not out 

Sundries 


WR eo 


Total: 7 for .. 


Bowling: Calov 1 for 7, Harris 4 for 42, Elliott 1 for 27, 
Coppleson 0 for 6, Thew 0 for 22, Emery 0 for 40, Hartnett 
6 for 44. 


British Medical Association. 


o 
o 


A. JOHNSON, st. Shiels, b. Binns 

W. Catv, c. Shiels, b. Roden-Smith 

D. Emery, c. Shiels, b. Stewart 

M. Copp_eson, c. Shiels, b. Stewart .. 

P. Exuiotr, c. Shiels, b. Stewart 

W. Davaey, b. J. Newman .. .. «2 «ss « 

G. Harris, c. Roden-Smith, b. J. Newman .. 

J. Stump, b. Binns poe aw 

B. Hartnett, b. Thompson ie 

I. Tupw, c. Morris, b. Naughton .. 

J. Rarros, not out . 
Sundries 


| ee _ 
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Total: 


Bowling: Stewart 3 for 9, Binns 2 for 9, Roden-Smith 1 for 
24, J. Newman 1 for 12, Thompson 1 for 21, Naughton 
1 for 6, Morris 0 for 23, R. Newman 0 for 1. 


Wedical Appointments. 


Dr. D. H. Prentice has been appointed a medical officer 
of the Mental Hygiene Branch, Department of Health, 
Victoria, pursuant to the provisions of Section 18 (2) of 
the Mental Hygiene Authority Act, 1950. 

Dr. A. E. Duxbury has been appointed medical research 
officer in the Institute of Medical and Veterinary Science, 
Adelaide. 


Deaths. 


TueE following deaths have been announced: 


BarLow.—Jessie Marie Barlow, on December 6, 1955, a! 
Toowoomba, Queensland. 


Ryan.—Thomas Francis Ryan, on December 7, 1955, a: 
Ararat, Victoria. 


GRIBBLE.—Albert Elijah Gribble, on December 10, 1955, a 
Melbourne. 


KENNyY.—Hilary James Kenny, on December 11, 1955, at 
Darlinghurst, New South Wales. 


Diarp for the Month. 


. 10.—New South Wales Branch, B.M.A.: Executive ani 
Finance Committee. 

. 13.—Queensland Branch, B.M.A.: Council Meeting. 

. 13.—Tasmanian Branch, B.M.A.: Council Meeting. 

. 16.—Victorian Branch, B.M.A.: Finance Subcommittee. 

. 17.—New South Wales Branch, B.M.A.: Medical Politics 
Committee. 

. 19.—Victorian Branch, B.M.A.: 
Council. 

. 25.—Victorian Branch, B.M.A.: Branch Council. 

. 27.—Queensland Branch, B.M.A.: Council Meeting. 


Executive of Branch 


—<- 
—— 


Medical Appointments: Important Motice. 


, 


MEDICAL PRACTITIONERS are requested not to apply for any 
appointment mentioned below without having first communicated 
with the Honorary Secretary of the Branch concerned, or 
with the Medical Secretary of the British Medical Association, 
Tavistock Square, London, W.C.1. 


New South Wales Branch (Medical Secretary, 135 Macquarie 
Street, Sydney): All contract practice appointments in 
New South Wales. 


Queensland Branch (Honorary Secretary, B.M.A. House, 225 
Wickham Terrace, Brisbane, B17): Bundaberg Medical 
Institute. Members accepting LODGE appointments and 
those desiring to accept appointments to any COUNTRY 
HOSPITAL or position outside Australia are advised, in 
their own interests, to submit a copy of their Agreement to 
the Council before signing. 


South Australian Branch (Honorary Secretary, 80 Brougham 
Place, North Adelaide): All contract practice appointments 
in South Australia. 


Western Australian Branch (Honorary Secretary, 205 Saint 
George’s Terrace, Perth): Norseman Hospital; all contract 
practice appointments in Western Australia. All govern- 
ment appointments with the exception of those of the 
Department of Public Health. 
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Editorial Motices. 


MANUscRIpTs forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to THE 
oe JOURNAL OF AUSTRALIA alone, unless the contrary be 
stated. 


All communications should be addressed to the Editor, TH» 
MEDICAL JOURNAL OF AUSTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales. (Telephones: MW 2651-2-3.) 


Members and subscribers are requested to notify the Manager, 
THE MEDICAL JOURNAL OF AUSTRALIA, Seamer Street, Glebe, 
New South Wales, without delay, of any irregularity in the 
delivery of this journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
of _— unless such notification is received within one 
month. 


SUBSCRIPTION RATES.—Medical students and others not 
receiving THE MEDICAL JOURNAL OF AUSTRALIA in virtue cf 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the beginning of any 
quarter and are renewable on December 31. he rate is, £5 
per annum within Australia and the British Commonwealth of 
Nations, and £6 10s. per annum within America and foreign 
countries, payable in advance. 
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N.S.W. coastal solo unopposed 
ctice within easy distance north 
Syd Took £5300 last 
pncial year. Well-kept home 
h surzery attached for rent at 
10s. p.w. Goodwill £2000. 


N.S.W. Riverina solo unopposed 
ctice ‘aking £3500 in rich area 
little surgery. Local hospital. 
odwill £1812 on deposit of £800. 
ellent furnished house with all 
dern conveniences for sale at 
00 or rent £5 5s. p.w. 


















e Staff and Directors convey 
rir best wishes for the festive 
to all members of the 
medical profession. 


(HARD THOMSON 
& CO. PTY. LTD. 


8 Castlereagh Street, Sydney 


een Bathurst and Park 
. T. & G. Building, on 
street level). 


2651. 
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After hours: 
L. L. Hanrahan: FF3343. 
E. G. Garden: XJ2500. 


merous positions available for 
ocum tenens and assistants. 

















OYA NEWCASTLE HOS- 
PITAL, NEWCASTLE, N.S.W. 













A vacancy exists at Royal New- 
tle Hospital for a Registrar in 
diology. 

This post offers opportunity for 
ining as a specialist radiologist. 


Balary range £23-£29 per week 
s living-out allowance. 


Pplications should submit full 
ticulars of qualifications and ex- 
ence and enclose copies of any 
dentials.—A, SHarRP, Secre- 




















SSISTANT WANTED, _ two- 
mar practice, inner metropolitan 
ba. Sydney. Live out. Own car 
eferred. Salary £2000 p.a. plus 
eral bonus. Opportunity to earn 
excess of £50 p.w. Reply No. 
3, ¢.o. this office. 















OR SALE, 15Q miles from 

Frisbane in prosperous dis- 
a Sclo Practice with good hos- 
al facilities. Takings £8000. 
odwiil £4000. Modern home with 
0 surgeries £3500. Reply No. 


y, co. this office. 















SSISTANT REQUIRED for 

trree-man practice in large 
eens!ind coastal town. Salary 
ty pounds per week plus house 
it, car allowance and deprecia- 







OST-GRADUATE STUDY BY 
CORRESPONDENCE FOR 
ALL BRITISH AND AUS- 
TRALIAN MEDICAL EXAMS. 





Diploma in Anesthetics; Diploma 
in Psychological Medicine ; Diploma 
in Ophthalmology; Diploma in 
Radiology; Diploma in  Laryn- 
gology; Diploma in Child Health; 
F.R.C.S.Eng., and all Surgical 
Examinations; M.R.C.P.Lond., and 
all Medical Examinations; M.D. 
Thesis of all Universities; Courses 
for all Qualifying Examinations. 
Complete Guide to Medical Examin- 
ations sent free on application. 
Applicants should state in which 
qualification they are interested. 
Address: Secretary, Medical Cor- 
respondence College, 19 Welbeck 
St., London, W.1. 





OR SALE, £5300, growing prac- 
tice taking £3500 with two 
years’ old three-bedroom home in 
new Sydney = suburb. Deposit 
£2000. Reply No. 283, c.o. this 
office. 





| ee TENENS WANTED for 

three weeks from Monday, 
February 6, 1956, for solo practice. 
Married man with car. Accom- 
modation provided. Surgery at 
house. Salary £45 per week in- 
cluding car allowance. Dr. A. D. 
GILLESPIE, 18 Rutledge Street, 
Queanbeyan, N.S.W. 





RINCESS MARGARET HOS- 
PITAL FOR CHILDREN, 
PERTH, WESTERN AUSTRALIA. 





Vacancies exist early in 1956 for 
Resident Medical Officers. 

Term of appointment is for 12 
months and includes three months’ 
obstetrical experience at King 
Edward Memorial Maternity Hos- 
pital. 

Salary according to previous ex- 
perience with a minimum of £985 
per annum. 

Written applications should in- 
clude earliest commencing date.— 
J. D. CLARKSON, Manager. 





ART-TIME ASSISTANTSHIP 
WANTED by female prac- 
titioner with general practice ex- 
perience. Own car. Western 





suburbs, Sydney, preferred. Tele- 
phone UA 2411. 
OCUM AVAILABLE from 


January 16, 1956, for three to 
six months, Sydney suburban only. 


Partnership practice preferred. 
Graduated two years, including 
teaching hospital appointment. 


Ring JU 1166. 





SSISTANTSHIP WANTED IM- 
MEDIATELY in Sydney 
(northern suburbs preferred) by 
experienced man with post- 
graduate obstetric training. Reply 
No. 306, c.o. this office. 





ARRIED DOCTOR returning 
from overseas to N.S.W. avail- 
able locums, Ryde, Epping, Parra- 
matta or nearby areas from 15th 
January. Own car, excellent 










» 0. this office, 





q Reply No. 308, co. this references. Reply No. 305, ©.0. 
this office. 

OCcUM WANTED (February), SSISTANT WANTED. Busy 
three-man group __ practice two-man practice. Own car. 

buntry town), 3-4 hours Sydney. Flat available. Minimum £2250 

irty-ive guineas per week plus p.a. plus car allowance. Cessnock, 

P, petrol and oil. Reply No. N.S.W. Reply No. 296, c.o. this 


office. 





R. J. JACKSON 


MEDICAL AGENT 


extends the Season’s 
Greetings and Best 


Wishes to all. 


159 WILLIAM STREET, 
SYDNEY 














HE ROYAL WOMEN’S HOS- 
PITAL, MELBOURNE, VIC. 





ASSISTANT DIRECTOR OF 
ANAESTHESIA. 





APPLICATIONS are invited 
from duly qualified medical prac- 
titioners for the above position. 


The position is a new one. The 
successful appointee is required to 
assist the Director of Anesthesia 
(Dr. Kevin McCaul) in the func- 
tioning of the Department of 
Anesthesia. 

Applicants are required to have 
a post-graduate degree or diploma 
in anesthetics. Experience in the 
field of obstetrics and gynecology 
will be considered an advantage 
but not a necessity. 

Conditions of employment are: 

(1) An initial appointment for 
three years and then subject to 
termination by six months’ notice 
on either side. 

(2) Salary £2000-£2200 p.a., sub- 
ject to cost-of-living adjustments 
after appointment. 

(3) Limited right of 
practice. 

(4) Accommodation is not pro- 
vided. 


Applications on the official form 
close with the undersigned on 
January 6, 1956. The successful 
appointee will be required to com- 
mence duties in February, 1956. 

By order of the Board.—A. J. 
a Manager and Secre- 
ary. 


private 





ATER MISERICORDI4® HOS- 
PITAL, WARATAH, N.S.W. 





SENIOR RESIDENT MEDICAL 
OFFICERS. 





APPLICATIONS, closing end of 


December, 1955, are invited for 
appointments as Senior Resident 
Medical Officers for 1956. Re- 


muneration at rate of £1033 per 
annum less board and _ lodging. 
Applications should be by letter 
giving full details and addressed 
to the undersigned. — W. H. 
FENELEY, Medical Superintendent. 





OCUM WANTED from January 


5, 1956, two to three weeks. 
Quiet practice, western suburbs, 
Sydney. J.ive in or out. Accom- 


modation for wife. Forty guineas. 
Reply No. 247, c.o. this office. 











WILLIAM -PEARCE 





MEDICAL PRACTICES 
becums end Assistonts available, 


No. 300. Riverina, N.S.W. Un- 
opposed general practice in 
pleasant Riverina town taking 
£3500. Very little minor surgery. 


No mids. Goodwill £1000. Recently 
erected residence of three bed- 
rooms available for rental or 
purchase on easy terms. 


No. 317. Sydney suburban. General 
practice in rapidly developing 
outer western suburb taking at 
present £3600 per annum. Good- 


will £1500. Residence of three bed- 
rooms built 1953, £3800 (V.G. 
£4000). Easy terms. 


No. 334. Unopposed general prac- 
tice in popular coastal resort north 
of Sydney. Gross cash takings 
£5300, expanding. Goodwill £2000. 
Residence £2 10s. per week. 


WILLIAM PEARCE AND CO. PTY. LID 


LICENSED REAL ESTATE 
AND BUSINESS AGENTS 


149 CASTLEREAGH STREET, SYONER 


Pheaey BM 6429 (2 limes), MA4004 





| & jsgeiedememaaaaiad Y OF QUEENS- 


LAND. 


REGISTRAR IN PA®DIATRICS. 





APPLICATIONS are invited for 
the position of Registrar’ in 
Pediatrics at the Hospital for Sick 
Children. The appointment will be 
for one year with the opportunity 
of applying for reappointment for 
a second year. Salary during first 
year £1399 per annum plus board 
and living. 

Further particulars may be 
obtained from registrars of Aus- 
traliin universities or from the 
unde: signed, with whom applica- 
tions close on 14th January, 1956.— 
C. Pace HANiFy, Registrar. 


EVON PUBLIC HOSPITAL, 
LATROBE, TASMANIA. 





APPLICATIONS are invited for 
two positions of Resident Medical 
Officer (seniors or juniors) at the 
Devon Public Hospital (86 general 
and 22 midwifery beds). 

Salary £1250 per annum with 
full residential emoluments. 

Furnished house available for 
@ married resident. 

Apply Surgeon Superintendent, 
Devon Public Hospital, Latrobe, 
Tasmania.—E. A. Rocers, F.C.I.1., 
Secretary. 





DVERTISEMENTS.—Copy for 

advertisements in this section 
of the journal should be in the 
hands of the Manager ten days 
prior to date of publication. The 
rate is 25s. per single column inch 
with a minimum charge of 10s. 
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Announcing . . 


A NEW AGENT FOR THE MANAGEMENT 
OF FUNCTIONAL UTERINE BLEEDING 


With the introduction of Blutene, an oral, non-hormonal 
technique has at last become available to physicians for the 
management of functional uterine bleeding (menometror- 
rhagia). Antihemorrhagic in effect, Blutene bears no 
structural resemblance to any existing antimenorrhagic medi- 
cation. One 100-mg. tabiet taken with each meal at the time of 
bleeding usually will relieve symptoms within one course of 
treatment. Recurrences are infrequent and even these are 
often controlled with an additional course. The drug has 
proved successful in cases where cestrogens, thyroid, curettage 


and other therapy failed to provide relief. 


BLUTENE is supplied in 100-mg. tablets, brown, sugar-coated, in 
bottles of 25 and 100. 


_ Literature available on request. 


Blutene 


Trade Mark. 
(TOLONIUM CHLORIDE, ABBOTT) 


ABBOTT LABORATORIES PTY. LTD. 


Box 3698, G.P.O., Sydney. 
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